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REPORT OF -COMMITTEE. 


PART I. 


DISCUSSION OF EVIDENCE: 


WITH RECOMMENDATIONS. 





I. INTRODUCTION. 
1—In Janaary, 1911, H.H. the Duke of Teck, Lord 
Iveagh and the Speaker of the House of Commons, 
Governors of King Edward’s Hospital Fund for London, 
appointed us, together with the late Lord Northcote, as a 
Committee to undertake the inquiries indicated in the 
following terms of Reference :— 


To consider and report generally as to the circum- 
stances and conditions under which patients are 
admitted to the Casualty and Out-patient Departments 
of the London Voluntary Hospitals, and especially as 
to what precautions are taken to prevent the admis- 
sion of persons who are unsuitable, and as to whether 
adequate provision is made for the admission of such 
persons as are suitable; and to make such recommen- 
dations as may seem to them desirable. 


2.—We have the honour to submit the following Report 
of our proceedings and the result of our inquiries under 
the foregoing Reference. . __ 

3.—It is with deep regret thai we record the lamented 
illness and death of our colleague the late Lord Northcote, 
which deprived us of his most valuable assistance during 
the receipt of about one-half of the evidence and during 
the whole of the consideration of our Report. 

4.—We have held 27 meetings, and have received oral 
evidence from 48 witnesses. Of these 27 attended in 
response to invitations addressed to particular Hospitals, 
the number of separate Institutions thus represented being 
21. Of these Hospital witnesses, .six were medical men, 
and 21 laymen, while of the other witnesses 11 were 
medical and 10 lay. In addition to the oral evidence we 
received written statments from 44 other Hospitals as 
well as from four personal witnesses. 

5.—We find that the word “ admission ” is often used at 
Hospitals in a technical sense, as meaning admission to 
the wards for In-patient treatment. In this sense it 
would mean, when applied to an Out-patient, admission 
from the Out-patient Department into the wards. In the 
terms of Reference set out above the word is used in the 
non-technical sense of admission to the Out-patient or 
Casualty Departments themselves, and throughout our 
Report we have followed the same practice. 


Il. THE OUT-PATIENT SERVICE OF LONDON: 
ITS NATURE, EXTENT, AND DISTRIBUTION. 
6.—The following statement will show the nature and 

extent of the Out-patient service of London within a 

radius of nine miles from Charing Cross. . 


A. Hosprrats. 
7.—The number of Hospitals with Out-patient Depart- 
ments from which detailed returns have been received 
amounts to 65, classified as follows!: 
Class. Number. 
General Hospitals with Medical Schools Palme. 
General Hospitals without Medical Schools... 16 
Children’s Hospitals... Kee ees ose COME 
Hospitals for Special Diseases ... a1 390 
Besides’ these there are Out-patient Departments at 
28 smaller General Hospitals and Special Hospitals from 
which no detailed returns have been obtained.? 
8.—These Hospitals are all comprised within the radius 
of nine miles from Charing Cross, but they are by no 
means regularly distributed -within that area.’ Of the 
12 General Hospitals with Medical Schools no less than 
nine lie within one and a half miles of Charing Cross, and 
of these all but two-are north of the river. Taking the 
28 General Hospitals together, six lie within the K.C. and 
W.C. postal districts, 10 more lie round these districts but 





1 Statistical Appendix, Sec. A. i 

2 Ibid, Sec. D. 

8 Holland, 63; Davis, 958/7; Sandhurst, 1114; Michelli, 1789/25; Gray, 
2842 ; Johnson, S., 3191/90; Heron, 3380/36 ; Shaw, H. B., 3717; Statistical 
Appendix. Sec. D. 





still within three miles of Charing Cross, making 16 
within that radius. Nine more lie between three and six 
miles distance, while only three (besides 10 Cottage 
Hospitals taking but few Out-patients) lie beyond the six- 
mile radius, an area which includes some of the most 
populous parts of Outer London.! 5 

In the-ease of the Special Hospitals the concentration 
towards a centre is still more marked. Out of the 37 
Children’s and Special Hospitals only four lie outside the 
three-mile radius, and of the 33 which lie within, 21 are 
situated in the Central and Western postal districts. 

9.—This distribution is due to historical causes. It 
arises partly from the fact that the growth of-the outer 
parts of London is of comparatively recent date, and 
partly also, particularly in the case of the Special 
Heaspitals, from the same forces which have. made the 
Harley Street area the home of the medical consultant, 
upon whose services the Hospitals depend. Its effects, so 
far as the convenience of Out-patients is concerned, are 
to some extent .modified by recent developments of 
travelling facilities*; and the striking lack of Hospital 
accommodation in South London will be greatly reduced 
when the removal of King’s College Hospital to South 
London is complete.® 

10.—But the disparity between the distribution of popu- 
lation- and that of Hospital accommodation remains an 
important factor, and renders any organization of Out- 
patient Departments on a basis of locality extremely 
difficult.‘ 

11.—The numbers of Out-patients, including Casualties, 
oes at these Hospitals in the year 1910 were as 
ollows °:— 


x Number Total 
Class (see paragraph 7). of Hospitals. Out-patients. 


General Hospitals with Schools ... 12 884,634 
General Hospitals without Schools 16 
Children’s Hospitals ot Be bs pat ae ¢ : 
Hospitals for Special Diseases vee 276,916 
Other smaller General and Special 

Hospitals ae ... 28 (about) 102,000 


Total ... 1,775,491 


12.—No conclusions,*° however, can be drawn from the 
total figure, unless the following considerations are taken 
into account... 
'13.—The Out-patients can be divided into various 
classés, some of which, at ‘all events, would have to be 
Hospital patients under any system of Out-patient 
organization. _ 
‘ 14.—One of these various classes is that known as 
“ Casualties.”7 The term has no fixed definition common 
to all Hospitals, but it usually includes cases which are 
either too urgent or too trivial to be referred to the Out- 
patient Department proper at the hours of attendance -of 
the visiting staff, and it thus includes cases as to whose 
suitability there is least doubt, and cases to whose 
suitability there is most doubt. It is said that there is a 
tendency for the Casualty Department to grow until it 
becomes a duplicate Out-patient Department, differing 
from the Out-patient Department proper in being subject 
to less regulation as regards hours of attendance and 
inquiry into circumstances. True Casualties, however, 
if their numbers were recorded, would stand in a class by 
themselves for the purpose of this inquiry. They com- 
prise injuries by accident and sudden attacks of illness 
which require immediate attention and treatment.® 

15.—Another class of Out-patients is made up of those 
who have already been, or who subsequently become, 





1 Holland, 69. 

2 Royal Westminster Ophthalmic; App. 56/1 (d); Prior, 2053. 

8 Davis, 958/7, but cf. Capes, 4084-6. j 

4 Buckle, 276; Thies, 432/30; Shaw, H. B., 3773; Nunn, 3855-3867. 
5 Statistical Appendix, Sec. A, col. 2. 

8 Cf. Loch, 680-95; Gray, 2928-31; Montefiore, 2474/9, 

7 Statistical Appendix, Sec. A, col. 3, 

8 See par. 51. 

9 Cf. Thies, 450-53, 
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In-patients.! The available statistics indicate that in 


themselves these cases do not.form more - than about 
4 per cent. of the Out-patients. But they illustrate one 
of the im tf uses of the Out-patient Department 
as a channel for the admission of serious cases to the 
wards.” 

16.—A third class which stands by itself is that of Out- 
patients attending special departments.’ These grow in 
number with the growth of special treatments. 

They are represented partly by the patients of Special 
Hospitals and partly by the special Out-patients at General 
Hospitals. These appear to form about 30 per cent. of the 
whole number. ~ 

17.—Yet another class consists of patients who are 
recommended by medical men.‘ No complete records are 
available, but at some of the Hospitals they form a not 
inconsiderable proportion of the whole. : 

18.--In estimating the proportion which these various 
classes taken together béar to the total number of Out- 
patients, allowance must be made for the fact that some of 
those recommended by doctors may also be counted among 
the special eases, or among those wio have been orsub- 
sequently become In-patients, or sometimes among both 
classes successively. 

19.—Other facts must also be noted before drawing con- 
clusions from the total number of Out-patients, c.g. : (i) the 
fact that many patients attend more than one Hospital for 
the same ailment*®; (ii) the fact that the same persen 
attending the same Hospital at different times of the same 
ycar for different ailments, or for different attacks of the 
same ailment, is counted as so many different patients; 
and (iii) the fact that a large number come from the Home 
Counties, or even from distant parts of the country.® 

20.—But after making allowance for all these factors, 
there is no doubt that the total number of Out-patients 
treated in a year by the Hospitals is very large,’ and that 
any system of charitable assistance offering benefits on 
such a scale requires careful organization if abuse is to be 
avoided: 

21.—Various methods are in force for the control of 
the admission of these vast numbers to the Out-patient 
Departments. (i) Sometimes subscribers’ letters have to 
be produced by patients.’ (ii) Sometimes payments are 
taken either of a fixed sum per head, with exemption in 
case of inability to pay, or on a scale varying with the 
means of the patient.’ (iii) At most Hospitals there is 


some system of inquiry into the suitability of those. 


applying for assistance.” The scope and efficiency of the 
systems vary. In many of the largest and best-managed 
Hospitals a special class of inquiry officers, called 
“ Almoners” (usually ladies); have been introduced. 
These Almoners are trained in charitable as distinct from 
merely detective work, and they aim not only at pre- 
venting abuse but at bringing the Hospital into relation 
with other forms of medical and charitable assistance, 
wherever this-is thought necessary either to render the 
treatment complete. or to prevent overlapping. At many 
Hospitals this side of their work is facilitated by the 
existence of a special fund for the non-medical assistance 
of patients, known as a Samaritan Fund." (iv) Some 
Hospitals limit the number of new patients selected in any 
one day for treatment by the visiting staff in proportion to 
the number of physicians and aurgeons in attendance." 

These methods will be more fully discussed in later 
sections of this Report. 

22.—Although the terms of reference appear to limit the 
inquiry to the circumstances and conditions of admission 
to the Out-patient Departments and not to extend it to 
the medical treatment of the patients when once admitted, 
it is obvious that the inquiry must involve some reference 
to the staffing and equipment of the Departments them- 
selves. The suitability of a case for admission depends 
largely on the nature of the ailment; and thus the 


Oe 


1 Statistical Appendix, Sec. A, col. 5. 

2 Cf. Thies, 539; B.M A., 1481/26; Butlin, 3505/26, 3673; Tirard, 4330. 

8 Statistical Appendix, Sec. A, col. 6. . 

4 Statistical Appendix, Sec. A, cols. 7 and 8. 

5 Thies, 432/20. : 

6 Thies, 432/20: B.M.A., 1481/55; Johnson, S§., 3191/14; Butlin, 
3505/24 (c) ; Shaw, 'H. B., 3773. ‘ 

7 Currie, 889; Gray, 2928-2931 : Butlin, 3676. 

8 See par. 108. 

9 See pars. 55, 110, etc. 

10 See pars. 113, ete. 

o Loch, 744. 
12 See pars. 72, 127. 








medical staff has to assist in determining the question of 
admissibility. — : 

23.—The Out-patient staff usually consists of two 
grades: (i) the honorary visiting staff, who are physicians 
and surgeons in consulting practice and of established 
repute ; and (ii) assistants! of various kinds, sometimes 
paid _ Pa opaguaae ‘unpaid—resident medical officers, 
casualty officers, -house physicians, and house surgeons— 
for the most part picked men, but at the same time more 
or less newly qualified, whose experience has been limited 
to Hospital practice in the Out patient Departments and 
the wards. At some Hospitals, particularly in Special 
Hospitals or in special- departments of General Hospitals, 
there are also qualified “clinical assistants ”’—semetimes 
in general practice—working for the sake of experience“ 
At the Hospitals with Schools the work of examining 
and treating the patients is combined with that of teach- 
ing medical students, and the students assist the doctors 
in various ways.® 

24.—There is no question as to the high efficiency of 
the Hospital staffing and equipment. But witnesses have 


differed as to the extent to which this éfficiency is 


actually brought to bear upon the large crowds of patients 
—what proportion are actually seen by the visiting staff, 
and how far the assistant staff are able, in. the circum- - 
stances under which the work has to be done, to give 
sufficient attention to the cases which remain under their 
care.' s 

B. DisPENSARIES. ~ 

25.— In addition to the Ont-patient Departments of the 
Hospitals there are within the nine-mile radius some 
52 Provident Dispensaries, about 54 Non-Provident Dis- 
pensaries, and 43 Poor Law Dispensaries.* 

The Provident Dispensaries supply medical treatment 
for a given period in return for the payment of a fixed 
sum.® The medical staff consists of general practitioners, 
who are paid. But unless the Dispensary is very large 
the contributions do not cover the cost, the charitable 
element enters in.” : 

26.—The Non-Provident Dispensaries supply treatment 
either free or for 2 small payment per attendance. They 
are charitable institutions differing from itals, so far 
as Out-patients are concerned, chi im the fact that 


‘they are usually staffed by general practitioners and 


equipped only for ordinary treatments. 

27.—Both the Provident arid the Non-Provident Dispen- 
saries differ from the Hospitals in that they have no In- 
patient provision for serious cases. But, on the other 
hand, all the Provident Dispensaries and many of the Non- 
Provident (unlike the Hospitals) supply attendance in 
patients’ own homes where necessary. : 

28.—The Poor-Law Di ies also supply medical 
treatment by general practitioners.. But their sphere is 
at once narrower and wider than that of the other institu-. 
tions mentioned. Access to them involves application to 
the relieving officer and contact with the Poor Law 
machinery, and though it does not bring with it dis- 
franchisement it is said to be often a step towards 
pauperism.’ On the other hand, the Poor Law can supply 
food and other forms of non-medical assistance where 
these are needed, and can admit to the Infirmary cases 
requiring indoor treatment. 


C. Private Doctors. 

29.—Besides the Hospitals and Dispensaries the needs 
of the poor are supplied by a very large number of private 
doctors. Many of these have clubs whose members they 
contract to treat for a fixed payment not unlike that 
charged by Provident Dispensaries. Some of them are 
said to charge their private patients quite small fees, 6d. 
per visit to the surgery, or even 3d. And it is well known 
that whatever their normal charge may be the medical 





lThe term “assistant” is here used in the ordinary sense. 
‘Pechnically the members of the visiting staff who have charge of 
Out-patients are often known as “assistant physicians’ and 
“ assistant surgeons.” : 

2'Bland, 2237; Jennings, 2613; Betteridge, App. 19. 

8 Cf. Buckle, 165; B.M.A. (Shaw, L.), 1675; (Macdonald), 1675. 

5 Seetlatival Appendix. Séc. D 

Statistica’ ndix, “e538 

6 E.g.; 61, to 1 ed. a month according to the size of family ; Warren, 
1189/8, or from 1d. a week; Buchanan, 1982; Capes, 4134. 

7B.M.A. (Whitaker), 1586-88; Michelli, 1829; Buchanan, 1880-8; 
Capes, 4088, 4137. x ine 

8 €f. Report by Miss Reberts:-Royal Commission on Poor Laws. 
Appendix, vol: xxii, par. 45. : ; 
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profession of all grades supplies. a very large amount_ of 
treatment in many cases without thought of fee or reward, 
and in many ctheze without reasonable anticipation of 
receiving payment, 


Ill. CLASSES SUITABLE FOR ADMISSION TO 
HOSPITAL OUT-PATIENT DEPARTMENTS. 


50.—Out-patient Departments may be abused or their 
work unduly restricted if proper precautions are not taken : 


(4) Patients may be admitted who are financially , un- 


suitable for the ‘particular form of charitable assist: ; 


» ance offered. 
(B) The special pers of the Hospital may be wasted 
~ by a confusion of the functions of the Hospital with 


those of other medical agencies, leading to the - 

.. admission of patients who are medically unsuitable. - 
‘(c) Suitable patients may be unable to gain admission. 
or may fail on admission to obtain the assistance. 


they need, or may be deterred from applying at. all 
by fear of the inconveniences they may suffer. This 


may be the direct rotals of the admission of unsiit- 4 i 


able cases. } 
To form an opinion on these points it is necessary to 


determine what classes are suitable as Out-patients, and 


to see what provision is made for their treatment. m 


. OritctnaL OBJECTS. 
31.—In the charters, trust deeds and Acts of Incor pora.- 
tion creating the Hospitals, their object is usually defined 
in some such words as these: “to afford medical and 
surgical relief to sick and necessitous persons.” In some 
cases the relief must be “ gratuitous.” 


32.—The question, however, arises as to adios are the’ 


*necessitous.” Mr. Sydney Holland’s definition is as good 
as any:—‘ A legitimate Hospital patient is a person who 


sur 
health, and of the greatest value to the community.” ? 

This definition, however, needs to be extended so as to 
include pensioners, dependants and other persons who, 
though not wage earners, are, except for sickness, in- 
dependent of outside help. 

In applying the definition to any particular case, regard 
must be had to the kind of relief needed, and to the ques- 
tion whether the Hospital i is the most suitable agency for 
supplying it. 


Later WIDENING TENDENCIES. 


33.—The conception of the function of Hospitals has 


widened in recent years in some directions, while in other 


ways it has narrowed. Among the widening tendencies’ 


are the following :— 


(A) The development of costly special treatments and: 


methods of diagnosis. This has raised the whole 
idea of the standard of medical treatment which 
a Hospital should afford. It has also raised the 


financial level below which a patient needing these 


costly treatments is “ necessitous.” 
{B) The recognition of the fact that medical treatment 


is often inadequate unless associated with other 


forms of assistance. This idea, has widened the 
conception of the duty of a Hospital as a charitable 
institution, especially as the ideals of organized 
charitable administration tend to grow higher. 


(c) Hospitals have become centres of ever more and’ 


more elaborate medical educaticn and the advance- 

ment of medical science. 
will sometimes reauire that the rules restricting 
admission should be relaxed so as to permit 
patients who may not come within the definition 


of the necessitous._ poor to enter, and by their 


presence enable ,the Hospitals to fulfil these 
functions. 


Later NArRowinG TENDENCIES. 
34.—In other directions, however, the Hospitals, as their 
work expands, find themselves liable to compete with 
agencies whose operations tend to narrow Hospital work. 
Among such agencies are 





1 Sandhurst, 1174. 
2 Holland, 15; quoted by Loch, 697, 794. 


is a mee earner who is unable to pay for that medical or. 
advice which he requires in order to keep him ‘in. 


‘of 30s. is admitted’ by witnesses to be too high.’ 


This side of their work’ 


‘Society would put it as low as 30s. 





(4) The Provident organizations, which are designed ta 
enable a whole section of the poorer population to 
raise themselves above the necessity of applying for 
charitable assistance, and which find their I de evelop- 
ment hampered by the unlimited offer of free 
treatment .at the Hospitals to those who can afford 
to make provision for their needs. 

(Bs) The Poor Law medical service, which offers a special 
means of treatment to those who may be said to 
come within the pauper class. 

© Other forms of public medical assistance, such as 


1? the Public Health’ Departments of the municipali- 


ties and, the medical -eare of school children by the 
Education: Authorities. ‘And in this connexion 
regard must’ be: had’ to the ‘possible developments of 

} da National { Insurance. 

' (pv) The private. doctor, whose interests would not be 

_.».., affected , by tl the establishment of a charity to deal 
With. the very, poor, but who finds occasion for 
anxiety. when | the great Hospital, with its Out- 
patient Department, attracts, as it does, patients of 
the class which contributes to his practice. 


35. —It becomes more and more necessary, therefore, 
for the Hospitals. to consider what position they should 
take up with regard ‘to these agencies: whether they 
‘should compete with them, or co-operate with them, or 
attempt to confine their ‘work to spheres not touched by 
them.» °' 


Wade Liurrs. 

36. “When all re factors are taken into consideration 
it is not surprising that there is a general agreement 
among witnesses that no very definite line can be drawn 
between the suitable and the unsuitable, so far as financial 
circumstances are concerned. Only in a few Hospitals is 
a wage limit laid down as a test of suitability, and in these 
only for the purpose of affording a guide to the inquiry 
officer—all cases above-that ‘limit ‘being specially investi- 


‘gated, in order to see whether the number of dependants, 


the expenses of illness, or other circumstances, justify the 
admission of the patient. Provided, however, that this is 
borne in mind, the wage limit may be taken as “ erystal- 
lizing”’ the definition of financial suitability, and it thus 
forms a convenient basis for its discussion. 

37.—Examples of such wage limits for ordinary 
ailments are: 


For single men: - London Hospital—15s. to 19s. for the 
labour class, ‘20s. for a class above ;! Great Northern 
_Hospital—25s. 32 Middlesex Hospital—30s.° 

“For married patients the limit varies with the number, 

of children, : beginning either at 25s., 30s., or 35s., 

, and ending usually‘ with 40s. 

Special gag rete naturally tend to have higher 
limits. 4 


It is innirSohing to compare these with the wage limits 
for ' Provident ‘Dispensaries affiliated to the Metropolitan 
Provident -Medical: Association, viz., 50s. for single men, 
40s. for married.6. This comparison shows that the 
general Hospitals, so far as wage limits are any evidence, 
recognize in the case of single men that the offer of free 
assistance shou!d: be confined: to a class below those for 
whom the Providént dinudantetse cater. The only excep- 
tion is the Middlesex Hospital, and there the meee limit 

ut ip 
the case of married ' patients it seems that the Hospitals 
tend to recognize no such distinction, but to adopt. as their 
limit for free medical advice the same figure as the Dis- 
pensaries adopt for treatment at Provident rates, It is 
worth noting that the Secretary of the Hospital Saturday 
Fund supports the Hospitals in the 40s. limit,® while the 
medical representative. of the Charity Organization 
_ The Provident 


) 





1 Holland, 2/8. - 

2 Glenton-Kerr, 622/6. ; : 

8 Thomson and Johnson, App. 12/6. , 

4London, 35s: for labout class, 40s. class above; Holland, 2/8; 
G.N.C., 40s. ; Glenton-Kerr, 622/6; London Homoeopathic 40s. App. 
35/6; Prince ‘of Wales’ 8, 40s. SD. 48/7 ; Belgrave (Ch:) 30s App. 21/5; 
New H. for Women, 40s. A 5/3; Royal Waterloo Wom. and Ch., 35s. 


App. 55/4; 8t. Mark's (Rectal). 35s. App. 58/5. 


‘5 London Throat, £200 p.a. App. 37/3; National (Paralysed), over €Cs. 
App. 44/3; Samaritan Free (Wom.), 60s. App. 61/5; ef. par 53. 
6 Warren, 1189/7 except for Friendly Societies and Clubs. 
7 Thomson, 2671-4, and cf. Warren, 1331, 
: Davis, 958/2. 
9 Gray, ‘2946, 
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Dispensary attached to the Metropolitan Hospital and 
the Camberwell Provident Dispensary have 35s. as their 
limit. #25 

It must be remembered, however, that, while the Provi- 
dent Dispensary w limit is fixed with reference to 
earnings during a period of health,* certified by a medical 
examination, the Hospital wage limit has reference to a 
time of illness, when perhaps the patient’s earnings have 
been diminished and his expenses increased.° 


PRovIDENT DisPENsARY CLASS. 

38.—In spite of this overlapping in wage limits, it is 
held by a large number of witnesses, both within the Hos- 
pitals and outside them, that those able to make provision 
for ordinary ailments by means of Provident Dispensaries, 
clubs, and other forms of insurance, are not suitable for 
admission to Out-patient Departments for such ailments.‘ 
Some apparently would do no more than urge: such 
patients to make provision,’ but others go further, and 
(at all events in some cases) hold that even where it is 
necessary to treat them when they first present them- 
selves, they should be given to understand that if they 
apply at some future time for another similar illness they 
will not be admitted.® Oe Freee 

Many of .the witnesses who. accept this view. in theory 
maintain, however, that in the absence ofa sufficient 
supply of Provident Dispensaries it cannot be adopted in 
practice.” . 

Poor Law Cuass. 

39.—There is also a difference of opinion as to the 
point at which the lower limit of suitability should be 
drawn. ‘ 

On the one hand it is held by a large number of wit- 
nesses that the Out-patient Departments should not be 
opened indiscriminately to all those who are poor, with. 
out reference to the question whether they are in receipt 
of Poor Law relief, or are in such a state of destitution as 
to be unable to benefit by the treatment the Hospital can 
supply.’. It is contended that to do this is a waste of the 
special resources of the Hospitals. © 

On the other hand the practice of some of the large 
Hospitals indicates that this view is not held by them, 
and that they do not refuse assistance on this ground.’ 


INTERMEDIATE CLASs. 

40.—But assuming that those able to make. provision 
for themselves should ‘be excluded; as also those too 
destitute to profit by Hospital treatment; the question 
remains whether there is not an intermediate class 
suitable for Out-patient treatment. _The view held b 
the British Medical Association. is that there is no su 
intermediate class, their argument being that all sick 
people are able to secure the attendance of general 
practitioners, either privately or through a Provident 
Dispensary or through the Poor Law,.and that the 
Hospitals: should be reserved for cases. sent for con- 
sultation .by such general practitioners...-The ordinary 
subscriber to Hospitals, even where prepared to exclude 
the Provident Dispensary class, probably takes the other 
view, and considers that it is for just such an intermediate 
class that the Hospital exists." . ; 

Some witnesses who admit the existence of this class 
hold that.a patient who is uvable to pay the small fees of 
Provident Dispensaries when in health -really needs in 
sickness the help of general charity rather than mere 
medical attendance,” and it is suggested that the help 


1 Buchanan, 1871/7; Capes, 4132. 

2Ryan 2414; Tirard, 4173/20. There are special rates for persons not 
in good health, Warren, 1189/8,9; Ryan, 2416-7. 

3 €f. Holland, 2/9; Davis, 1015. : 
al Davis, 976; Kemp, 1348/1 (3); B.M.A., 1481/17; B.M.A. (Whitaker), 


0. i 

5 Holland, 2/24; Alvey, 331/11: Glenton-Kerr, 622/6; Michelli, 1789/10. 

6 Thies, 549-53; Buchanan, 1919-20; Ryan, 2333/8, 2420; West, 3365-72 ; 
Tirard, 4173/20; Roberts, 4411/9; cf. B.M.A. (Whitaker), 1689. 

7 Currie, 897; Sanchurst, 11084; Church, 3108; West, 3349/5-9; cf. 
Warren, 1332; B.M.A., 1481/55. 

8 Holland, 9, 15; Alvey (Charing Cross), 331/15; Buchanan, 1931; 
Ryan (St. Mary’s), 2333/12; Montefiore, 2500,‘ 2551; Gray, 2835, 2909, 
2944-5: Church; 3119; West (St. George’s), 3251/5; Nunn, 3918; Roberts 
(St. Thomas’s), 4411/3, 17; Royal Chest, App. 53/13. 

9Glenton-Kerr Great Northern), 622/11; Thomson (Middleséx), 2702 ; 





Shaw, H, B. ‘Univ. Coll.), 3705; Guy’s, App. 28/16; see also Statistical 
A ppendix, Sec. 'B, col. 13. ‘ * ‘ 

10 B.M.A. (Whitaker), 1620-1625, 1768; (Shaw, Ti.), 1768; cf. also Prior, 
2188; Montefiore, 2524-6, ‘ 
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2530, “2542-4; Gray, 2817/90, 2909; cf. Ryan, 


30, 
11 Church, 3114; cf. Montefiore, 2536, 2544. 
12 Montefiore, 2546-7; Nunn, 3929-30. 





given might, in suitable cases,:inelude the payment of 


Provident Dispensary. fees.'_ But, bearing. in mind two 
facts: first, that no general organization of charitable 
and public assistance yet exists, and, second, that how- 
ever carefully prospective patients are classified, there 
will always be~ many individual cases whose circum- 
stances render classification difficult, we are not prepared 
to say that the Provident Dispensary class and the 
Poor Law class cover between them all those who cannot 
pay a private doctor’s ordinary fees. The intermediate 
class. is, however, being continually narrowed by the 
development of Poor Law medical assistance on the one 
—_— and of charitable and public assistance on the 
other. 


IV. EVIDENCE AS TO EXISTENCE OF ABUSE. 

41.—All the factors mentioned above affect the question 
whether the Out-patient Departments are abused or 

- --- As Reearps THOSE ABLE To Pay. 

42.—The first question is whether patients are treated 
who can afford to pay private doctors. This charge is 
frequently brought by general practitioners, although for 
reasons which can easily be appreciated, there is great 
‘reluctance to vouch specific instances.’ It does not appear 
that there is any appreciable abuse by really well-to-do 
people The scrutiny of officials and doctors, to say 
nothing of expert inquiry officers, is sufficient to prevent 
this. _ But there is probably good ground for the feeling 
on the part of general practitioners that many patients 
who could without hardship afford the small marge made 
by them for ordinary ailments are treated at the Hos- 
pitals.5 It would often be impossible to detect such cases 
at sight. They can only be discovered by the investiga- 
tions of trained inquiry officers. But there are large areas 
not covered yy such investigation. At some Hospitals the 
inquiry is little more than nominal,’ and even where it is 
most thorough it is liable to be evaded by false state- 
ments.’ At most Hospitals the Inquiry Officer or Almoner 
only investigates a portion of the total numbers of Out- 
patients,® and often the Casualty Department is not 
touched at all. There is thus ample room for minor abuse 
of this kind. Very few witnesses have gone so far as to 
deny its existence altogetber.? As to its amount, however, 
the evidence has varied. Seme Hospitals deny. its im- 
portance on the ground that their Inquiry Officers find so 
few cases”; but there would seem to be more reason for 
confidence in those whose Almoners do detect and exclude 
a good many.” One Hospita) admits that though i's 
present inquiry discovers but little abuse, a more efficient 
system would find a considerable amount.” . The statistics 
seem to show that where the inquiry is thorough, a not 
inconsiderable number of cases are discovered, and pro- 
bably at least as much escapes detection where the in- 
quiry is not thorough.” Doubtless the abuse differs in 
different neighbourhoods," but even in the poorest districts 
there are comparatively prosperous streets within reach, 
and abuse by the inhabitants of such streets, though small 
in proportion to the number of patients, may Constitute a 
greater hardship to local doctors than an equal amount of 
abuse elsewhere. : 


As REGARDS THOSE SUITABLE FOR PROVIDENT 
DIsPENSARIES, 
43.—There is much stronger evidence that the Out- 
patient Departments are used on a large scale by the class 


1 Kemp, 1433, 1447 ; Montefiore, -2474/15,- 2528; the-British Medical 
Association apparently admits the possibility of such cases; B.M.A. 
(Whitaker’, 1588 : cf. Roy. Com. on Poor Laws, Majority Report (Part V, 
ch. 3,~par: 237/18) in certain casés. : 

2 Cf. Barnett, App. 66/2. 

8 Heron, 3419; cf. Gray, 2820. 

4 Holland, 65: Glenton-Kerr, 622/7; Currie, 890; Sandhurst, 1049-50; 
Michelli, 1799; Ryan, 2333/!, 2411-3: Montefiore, 2505; Gray. 2873-4; 
Church, 3047: but cf. B.M.A. (Whitaker), 159. 

5 Thies, 432/17, 588; Glenton-Kerr, 641; Loch, 702; Warren, 1189/16; 
Prior, 2046; (ray, 2875-6. 


6 Gray. 2885. 
_ 1481/37; Butlin, 3657; Tirard, 4294; Royal Waterloo App. 


ll. 
8 Statistical Appendix, Sec. B, cols. 2and.9, and cf. pars. 115 and 121, 
9 But cf. Tirard. 4281-94. - 
10Sandhursé (St. Bartholomew’s) -1062a; 
Herringham (do.) quoted by Sandhurst, 1104. 





Church (do:) 3036; ef. 


11 Statistic «1 Appendix, Sec. B, col. 10; cf. Butlin (St. Bartholomew's), 
3505/34, 3635-9. 

12 Bet eridge (West London) 4369, 4376-80 (July, 1911). 

18 Statistical Appendix, Sec. B, «ols. 10 nd 11.-« 
14Holland, 65; Wilcox, 3132, 3140; cf Gray, 2877-83. 
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of patients able to make provision for ordinary ailments 
by means of Provident Dispensaries or clubs. the first 
laa, there is the evidence already quoted from the wage 
limits,’ which goes to show that many Hospitals draw 
the line between patients suitable for free treatment and 
patients unsuitable at the very point where the Provident 
Dispensaries draw the line Lanne those suitable for 
treatment on the provident or contract system and those 
.who should pay ordinary fees according to the number of 
attendances. In the second place, there is the evidence 
from the statistics of the Hospitals which endeavour to 
exclude the Provident Dispensary class, showing that a 
considerable number are so excluded. There is no 
reason to believe that a similar percentage of cases would 
not be excluded from the other Hospitals if the same 
standard were universally applied. In the third placc, a 
good many witnesses have expressed the opinion that the 
Hospitals are largely used by those who could have made 
provision, and that this form of misuse is far more common 
than abuse in the sense of the treatment of those actually 
able to pay at the time.* 

44.—The argument that the admission of such cases is 
not an abuse because there are not enough Provident Dis- 
pensaries is met by other witnesses with the contention 
that the absence of Provident Dispensaries is due to the 
fact that the Out-patient Departments offer free treatment 
to cases suitable for a Dispensary.‘ - 


As Recaros Cases SUITABLE FOR THE Poor Law. 

45.—The allegation that the Out-patient Departments 
are used for ordinary ailments by persons who are either 
too poor to benefit by them, or who are actually in receipt 
of poor relief, is supported by evidence of the same 
general character. Some Hospitals do not consider this 
to be misuse at all. Others do; and the statistics of their 
partial inquiries made with a view to excluding this class 
make it certain that considerable numbers would be found 
if the inquiries at all Hospitals were complete. There is 
the direct. evidence of witnesses that it would be wise to 
refer to the Poor Law many cases which are not now 
referred.’ And there is also on this point the detailed 
evidence published by the Poor Law Commission to the 
effect that.11 per cent. of the Out-patients at certain 
Hospitals were actually in receipt of Poor Law relief, 
while 38 per cent. might be described as destitute.® 
_ 46,—On the other hand there is much evidence to the 
effect that even where the desirability of referring such 
cases to the Poor Law is recognized, a difficulty often 
arises from the side of the Poor Law. Not only are the 
conditions attached to medical relief often deterrent,” but 
the Poor Law authorities are said to resist’ the reference 
of cases to them by the Hospitals."° These difficultics 
seem to indicate that, in dealing with the destitute and 
the very poor, the improved organization of the Out- 
patient Departments should be met by some change in 
the character and scope of Poor Law administration, and 
some co-ordination of Poor Law and charitable agencies.'' 


As Recarps THE MeprcaAtty UNsvuITABLE—TRIVIAL CASES. 

47.—In the case of all these classes we have used the 
phrase “for ordinary ailments.” As already noted, the 
question of the nature of the ailment bears on the question 


of ‘suitability, and therefore of abuse or misuse; and this: 


for two reasons. First, the nature of the ailment and of 
the treatment required affects the question of the ability 
of the patient to pay for the necessary medical attendance. 
One ailment differs from another in its effect on the earn- 





1See par. 37. 

2 Statistical Annendix, Sec. B, col 12. 

8 Warren, 1389/16; B.M.A., 1481/7; Ryan, 2333/4, 2413; Montefiore, 
2484: Gray, 2873-4; Butlin, 3636-8; Nunn, 3846-8; Canes, 4687; Robects, 
4450; Thomson and Johnson, App. 12/33; but cf. Johnson, S., 3191/28; 
Tirard, 4296. ‘ 

4 See pars. 85-6. 

5 See par 39. : 

' 6 Statistical Appendix, Sec. B, col. 13. 

7 Thies, 432/17; Loch, 702; B.M.A., 1481/7, 16; Montefiore, 2183-4 ; 
Church, 3054-7; Thomson and Johnson, App. 12/31. | i 

8 Bones by Miss Roberts (Report of Royal Commission, Appendix, 
Vol. XXII, par. 56). : ; 

.2 Holland, 9; cong 2557; Johnson, S., 3191/44-5; Prince of 
Wales’s Hosp., App. ¥ Bs ‘ : ios 

10 Holland, 9; Thies, 585; Glenton-Kerr, 622/20; Loch, 831; Kemp, 
1456: Church, 3027/23; West, 3337-41; Roberts, 4411/17; cf. Miss 
Roberts’ Report as above, pars. 49 to 54, for an account of the reasons 
on beth sides. ‘ 

11 Buchanan, 1967; Johnson, S., 3191/43; “West, 3251/23; cf. Royal 
Commission on Poor Laws Majority Report, Part EX (4), (9);.Q7), (22), 
(23); Part V; chap. 3; par. 237. 





ing capacity of the patient, in the number of attendances 
which it would entail on tha part of a private doctor, or 
in the necessity for costly drugs or appliances. Secondly, 
the nature of the ailment affects the question whether tlic 
necessary treatment can be supplied by the general prac- 
titioner, or whether it requires the special skill or special 
appliances available at the Hospital... There is, therefore, 
a further question to be taken into account in considering 
whether the Out-patient Departments are. abused or 
misused—the question of medical suitability. 

48.—It is generally agreed that the Hospitals are 
specially adapted by personnel and equipment for the 
diagnosis and treatment of difficult cases and those need- 
ing costly drugs or appliances.!2 It follows, therefore, 
that the admission of such cases (often, though loosely, 
called “ consultative cases”) to the Out-patient Depart:- 
ments should be facilitated wherever the patient cannot 
obtain the special advice or treatment which he needs, 
even though he is, privately or through a Provident or 
Poor Law Dispensary, already able to obtain the services 
of a general practitioner for ordinary ailments. And many 
witnesses contend that the work of the Out-patient 
Department should be confined to such cases,? and that 
patients suffering from ordinary ailments should be either 
excluded or discouraged from attendance on the ground of 
medical unsuitability. More especially is this policy advo- 
cated in the casc of what are termed “trivial” ailments.’ 
it is held that the admission of such cases is itself a waste 
of the elaborate resources of the Hospital, and that it 
hampers the efficient discharge of the true function - of 
the. Hospitals in three ways: First, that the crowd of 
trivial cases leaves insuffigient time for the diagnosis and 
treatment of the serious cases ;‘ second, that many serious 
cases are deterred from coming to the Hospitals by the 
fear of crowding, waiting, and ivsufficient attention in the 
end;° third, that proper inquiry into the financial suit- 
ability of patients is rendered impossible by the large 
numbers that present themselves when trivial cases are 
admitted. : 

49 —There seems to be little doubt that a great many of 
the cases now treated, especially in the Casualty Depart- 
ments, are trivial and should not be admitted. The diffi- 
culty arises when the possibility of an alternative is 
considered. Some witnesses argue that it is as easy to 
treat a trivial case as to inquire into its suitability.’ 
Others maintain that if the Hospitals were to state 
publicly that trivial cases would not be treated, such 
cases would soon cease to present themselves. Others 
lay stress upon the diffi ul iy of defining a medically trivial 
case so as to insure that no danger of hidden complica- 
tions is overlooked,’ upon the risk of turning away any 
case untreated,’ upon the fact that from the patient's 
point of view minor ailments are often serious,’ or upon 
the value of trivial cases for teaching purposes.'? The 
degree:to which exclusion would be right depends very 
largely upon-the extent to which the alternative of treat- 
ment by a general practitioner is practicable, and is thus 
intimately connected with the question of financial 
suitability already discussed. 


In DIFFERENT DEPARTMENTS. 

50.—It is obvious that the line between abuse and non- 
abuse will be different in Casualty Departments, Out- 
patient Departments proper, and Special Departments 
respectively. 

51.—In the Casualty Departments are treated emer- 
gency cases of a serious character, which must be dealt 
with, once at all.events, without reference to financial 
suitability, and without the delay involved in transfer to 
the Out-patient Department proper. But the Casualty 


iGlenton-Kerr, 622/16; Loch, 781; Kemp, 1348/4; Michelli, 1803-5 
Ryan, 2433-5; West, 3328/9. 

* Thies, 432/19, 591; Warren, 1189/22; Kemp, 1432-3; B.M.A., 1481/43; 
Buchanan, 1871/20, 26; Montefiore, 2474/15 ; Gray, 2817/7; Butlin, 35£6-62; 
Nunn, ‘3778/14, 3898; Capes,.4047/5 (2) ; Lyster, App., 9/2. ° 

3Glenton-Kerr, 654; Heron, 3380/11; Butlin, 3505/24e; Nunn, 3887; 
Capes, 4047/2 (12). ~ 
_4Glenton-Kerr (Groat Northern Central), 622/24, 60 % not seriously 
ee the treatment of the other 40%; Loch, 728; Shaw, H. L., 


5 B.M.A. (Shaw, Ti.), 1730. 
. 6 Montefiere, 2534, 
7 Holland, 120. 
8Gray, 2903; Butlin, 3549, 3586-94, 
®Church, 3052; West, 3330. * 
10 Holland, 120. 
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large number of trivial cases, which ipdividoall reqnire 
only a very small amount of attention. For these two 
reasons it is rare for the Casualty Department to be 
included in the: inquiry system, even where an efficient 
system is in force'in the Out-patient Department. If, as 
is rg oe the case, the Casualty Department also deals 
with 
Out-patient hours, or with such cases as the Casualty 
medical officers (many of whom are often newly-qualified 
men eager for experience) may choose to. retain in their 
own hands,’ the liability of the Department to abuse is 
increased. At certain Hospitals the rules are specially 
designed to prevent this particular danger? Unless, how- 
ever, great care is exercised, there is a general tendency 
for the Casualty Department to become a centre of abuse 
and disorganization, and the more so when the Out- 
patient Department proper is well organized and protected 
by inquiry. 

52.—In the Out-patient Department proper there will be 
found mingled the trivial, the ordinary, and the serious, 
except in Hospitals where this Department is first 
reached through a receiving room-or Casualty Depart- 
ment. In these instances the trivir' cases will have been 
already sifted out. As regards the other two classes, the 
Inquiry Officer or Almoner has to take into consideration 
the nature of the ailment and the circumstances of . 
patient, and as a general rule no case is excluded or 
referred elsewhere without the concurrence of a medical 
man, 

55.—In the Special Departments there will naturally be 
a large proportion of cases needing special diagnosis or 
treatment, and the average financial Tovel below which 
abuse need not be guarded against is accordingly higher.’ 
In these ments, as with the more serious of the 
cases in the general Out-patient Department, the question 
usually is not whether the patient can afford a general 
practitioner’s fee, but whether he can pay a consultant’s 
fee, which is normally £2 2s., and, ev:n when reduced 
to meet inability to pay, rarely falls below £1 1s.° 

54. When once, however, the higher level is fixed, it is 
just as” meriyenyt tr in ordinary cases to make sure by 
inquiry that all the patients treated come within the limit. 
With the majority of cases this will be easy, but in 
borderline cases it may be specially difficult, while abuse 
will often involve greater cost to the charity and loss to 
the medical profession than in | the case of ‘ordiney 
Out-patients. 


As Arrecrep By Patients’ Payments. 

55.— At some Hospitals the question of abuse or non- 
abuse is complicated by the existence of a system of 
patients’ payments.? These sometimes take the form of a 
fixed payment of a few pence to: cover the cost of drugs 
and dressings required of all ordinary Out-patients who 
do. not give proof: of inability to pay it. :‘Sometimes: at 
special fies pitals, payment is asked:not of any fixed sum 
but of the ined which the patient is supposed to be 
able to pay, although he cannot. afford a consultant’s 
minimum fee. In either case the system amounts to this, 
that the offer of assistance is modified to meet variations 
in the financial circumstances -of ‘the patients. ‘The 
elasticity thus introduced may reduce the risk of abuse 
from the point of view of cos. to the charity, but wit- 
nesses have differed-as to its e fect on the risk of unfair 
competition with private practitioners.® 


é As a¥recTeD BY Mepicat Epucarion. 

56.—Finally, in all discussions as to financial or medical 
suitability, t e “question of medical education and the 
advancement of medical science must be kept in mind, for, 
within reasonable limits, the medical ‘staff must be 
entrusted with the power to retain,-for these purposes, 
cases which might otherwis>-be d emed unsuitable.? 

This necessity has been used as an 2 against 





1 Montefiore, 2487-9 ; B.M. 4. (Shaw, L.), 1644. 

2 Thies (Royal Free!, 463; App. 3 (a). 

; Kemp. a B.M.A. (Snaw, L.), 1644; Montefiore, 2492; Gray, 2897, 
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5 Chureh, 3027/7; West, 4275. 

6 Bland, 2234, 2237; Jenninxs, 2590-1; Johnson, S., 3214. «. 

7 Statistical \ppendix, sec B, col. 6. ? 

5 See pars. 110-12; Roberts, 4411/6. to tm 

9 Thies. 4 432/12: Loch, 737 8. : ; A 
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any considerable restriction of.admission.! But, on the 
other hand, it is by no means ¢ledr that unrestricted 
admission produces the conditions most -favourable to 
medical education, and we have: ‘from medical 
witnesses that a reduction in the number of trivial cases — 
and a proportionate increase in assim cases would 
be a gain from this point of views 


V. EVIDENCE AS TO DEFECTS OTHER THAN 
: ABUSE. 

‘57.—Passing from the question of admission of persons 
who are unsuitable to that of the adequacy of the pro- 
vision for those who are suitable, we find considerable 
raacuees - defects. - 


“Distance FROM Hours oF PaTIENTs. 

58.—The first defect is the want of proportion between 
the distribution of Out-patient accommodation and the 
distribution of po » and the long distances which 
have frequently to be travelled by patients.‘ This is not 
only a physical hardship in cases of serious illnesses but 
also a source of expense, both in loss of work and in fares, 
<— go far to reduce the benefit of free treatment. 
hs London is the worst off in this +, and 


pci the outlying districts suffer. while the centre 
is over-supplied.® 
The development of Suburban H often with a 


staff of West End Consultants, and such transfers as that 
of King’s preagn Hospital to South London, are doing 

cern Spanley But the defect is not 
likely to be patinnw y removed. 


OvERcROWDING. 
59.—Next to the question of distance comes that of 


‘overcrowding.’ As a rule this is complained of not so 


much as an evil in itself as because of the evils which it — 
is said to produce*—long hours of waiting, inadequate 
inquiry, danger of infection, and overwork on the part of 
the medical staff, resulting in hurried diagnosis and treat- 
ment. For except in a few instances® the evidence points 
not to overcrowding in relation to the cubic capacity of 
the waiting halls. but to overcrowding in relation to the 
means available for dealing efficiently with the crowd of 
patients. Since the days of the House of Lords Inquiry in 
1890-2 a great many of the waiting halls have been 
enlarged ;” and such actual overcrowding as remains is 
attributed largely to the congregation of persons who, in 
the opinion of the witnesses, are unsuitable for admission," 
and even of persons who attend the Out-patient Depart- 
ment mainly as a kind of social meeting place. But 
generally speaking the question of overcrowding and its 
prevention is bound up with the questions of hours of 
waiting and overwork of staff, and is best discussed in 
connexion with them.” 


Walrtinc. 

60.—From the point of view of the patients, the question 
of-long -hours of waiting is, perhaps, that which gives 
rise to most general complaint." That it should.do so is 
not surprising; whether the waiting is avoidable, and is, 
therefore, a legitimate for criticizing the manage- 
ment of the Hospitals, is another matter... 

61.—On the question of the actual hours of waiting, as 
on the question of abuse, it has proved difficult to get from 
the complainants. -detailed evidence which could be 


a Thies, 432/13, 490; B.M.A., 1481/26: Shaw, H. B., 3714-17; Tirard, 





2 B.M A.—( Whitaker), go (Ker), 1554, 1670, ;,, ‘Shaw, L.),.1659, 
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— _— H.B., 3764-67; + 4253. 


aw “faauson: B.M.A. (Shaw, L.), 1787. 

5 Holland. 69;. Davis, 958/7; Michelli, 1789/25; Johnson, S., 3191/90; 
Heron, 3 80/36. 

¢ B.M.A, (Shaw, L.), 1595." 4 : 

: a, B. i A. —(Whitaker), 1757-60 ; (Macdonald), 1758: (Shaw, L,), 1758, - 
Gray. 

9 £.g., Thies (Royal Free) 432/10; Johnson (Middlesex), 2712 : Roberts 
(St. Thomas’s), 4411/19: and nd several suburban and special Hospitals. 
(For particulars as to individual Ho pitals see final parasceplis of 
statements of evidence) ;. cf,.Davis,-950/T. ; 

; 10 Montefiore, 2474/9. 
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verified! From Hospital witnesses we have a few 

rticulars, ranging from an average of two and a half 
os to three and a half hours and even four or five 
hours.? Other Hospital witnesses (though not without 
exceptions) * admit that waiting occurs as an undesirable 
result of present methods.‘ It is said to cause the 
a much loss of time, thus producing in some eases a 
oss of earnings, which (like expenditure of time and 
money on travelling) may often nullify the financial 
benefit of free treatment; in other cases either loss to 
employers or neglect of homes, besides, in many instances, 
considerable suffering and increased risk of infection.* 
It also deters from applying for Hospital treatment those 
cases whose seriousness renders them physically unfit to 
endure the long hours.’ 

62.—At the same time it seems probable that this 
waiting cannot be avoided under the present system of 
Out-patient organization. It does not appear to be due, 
as a general rule, to any maladministration in detail. The 
process through which patients must necessarily pass is 
inevitably a lengthy one. They must be assembled, 
registered, sorted, and provided with cards before they 
are ready for the doctors,’ their prescriptions must be 
made up after the doctor has seen them,® and the inquiries 
of the Almoner take time. At each of these stages, how- 
ever, it is possible for unnecessary delay to take place, 
and undoubtedly it is the duty of the Hospital managers 
to take all practicable steps to shorten the waits.’ 

63.—But it seems to be generally admitted that the real 
cause of the waiting is to be found in the large numbers 
that attend, and is hardly avoidable under the present 
system.’ Any increase in the staff or accommodation 
designed to deal with the excessive waiting is said to have 
the effect of attracting still larger numbers." Such 
improvements may increase the liability to abuse, for if 
waiting keeps away cases which are medically suitable it 
also deters many which are financially unsuitable. If 
this is so, it can only be remedied by some plan which, 
while admitting the suitable, will reduce the numbers by 
excluding the unsuitable. 


DANGER OF INFECTION. 

64.—As an incidental result of the crowds of patients 
and the hours of waiting, there is said to be considerable 
danger of infection,“ especially in the case of minor and 
non-notifiable diseases,” and sometimes even of scarlet 
fever or. diphtheria. The Central Hospital Council 
specifically mention danger from chicken-pox, mumps, 
whooping-cough and tuberculosis, and suggest that all 
these should be compulsorily notified.” This is evidently 
a question, first, of the prompt and adequate inspection by 
doctor or nurse of all patients admitted to the waiting 
hall, and, second, of sufficient provision for the isolation of 
suspected cases or their reference to some agency specially 
designed for the treatment of infectious disease.* Thus 
the danger, so far as it exists, is an additional proof of the 
importance of the reduction of numbers by the exclusion 
of unsuitable cases, and of co-ordination between th 
different agencies for th treatment of disease. 


Hueriep DiacNnosis anD TREATMENT. 
65.—It is also alleged that as a result of overcrowding 
the patients often fail to receive thorough medical examina- 
tion and treatment.” The criticism is usually made in 
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quite general terms, but it may mean (a) that some of the 
patients who need the special skill of a consultant fail to 
reach the visiting staff at all by reason of the junior 
assistants omitting to distinguish them, either from 
inexperience or from want of time; or (B) that the 
remaining patients, suffering only from ordinary ailments, 
fail to receive proper attention because their excessive 
numbers make it impossible; or (c). that the consultant 
staff themselves are overworked and cannot give sufficient 
time even to the serious cases.’ 

66.—It is not possible for the visiting staff to see all the 
patients attending the Out-patient UVepartment. The 
patients must be medically sorted by someone, and only 
those who need the special skill of the consultant, or 
whose cases are useful for teaching or research must be 
reserved for the visiting staff. This duty falls upon the 
assistant staff.! 

67.—With the positive qualification of the assistant? 
medical staff of the Out-patient Departments for this 
work our inquiry is not directly concerned, but we have 
no doubt that the Hospitals take every care to confine 
responsible appointwents to the best available men. At 
the same time, we have evidence that the practice as 
regards the Casualty Departments differs materially at 
different Hospitals, the Casualty officers being sometimes 
newty qualified men working with or under house- 
physicians or house-surgeons;* sometimes men who are 
themselves holding these appointments, working under 
the supervision of members of the visiting staff;‘ and 
sometimes men who have already held such appointments 
and are directly responsible to the Hospital itself. 

68.—The question of the qualification of the Hospital 
staff for this work as compared with that of the general 
practitioner is, however, of importance having regard to 
the alternative proposal to entrust the sifting of patients 
to the outside medical man. On this question of com- 
parison witnesses differ. It turns largely upon the value 
of the experience of the general practitioner, on the one 
hand, and on the other hand upon the advantages and 
knowledge which the recently qualified members of a 
medical school derive from their frequent contact. with 
the leaders of the profession, their access to modern or 
costly appliances, and their acquaintance with the newest 
methods of examination and treatment. 

69.—There is, however, a considerable amount of 
evidence to the effect that the work of the assistant 
staff is impaired by the pressure under which it has to be: 
done.’ 

70.—Estimates of the average time given: to each case 
have been furnished by some witnesses. The different 
estimates include one minute, less than two minutes,’ and 
three minutes,® while one witness finds as the result of a 
special calculation that the average for. minor cases is two 
minutes. In the Casualty Department, especially, the 
complaint is made by both medical and Huspital witnesses 
of hurried diagnosis," and very serious consequences have 
been attributed to this cause." But on the other hand it 
is claimed that experienced casualty medic! officers as 
a rule possess great skill in rapid diagnosis’ and make 
very few mistakes, in spite of the pressure under which 
they work.“ So long, therefore, as this pressure remains, 
it is most important that Casualty Officers should be men 
with experience, for even where senior men are available 
for cases of difficulty, time frequently does not permit of 
consultation with them.” 

71.—But the evidence points to the desirability of 
reducing the pressure if possible by lessening the over- 
crowding of the departments where patients are sorted, 
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and this can only be done by preventing the attendance 
of. unsuitable. cases.’. mide Pi estes 

72.—With regard tothe work of the visiting physicians 
and surgeons there is little evidence of.hurry in either 
diagnosis or in treatment. For one thing, the highl 
skilled consultant staff possess great. powers of api 
diagnosis.2, Again, at the teaching Hospitals, plenty of 
time is. necessarily given, for the sake of the students, to 
the cases reserved for the visiting staff.° In many Hos- 
pitals the number of new cases reserved for each physician 
or surgeon is strictly limited. That such limits have been 
found necessary is evidence that the staff are otherwise 
liable to be either hurried or overworked, or obliged to 
depute the actual treatment of some cases to their 
assistants. The numbers, however, are not the same 
at different .Hospitals, varying, for example, from 12 
medical or 15 surgical at the Royal Free,’ and 15 at St. 
George’s® to 19 (admitted to be a heavy number) at 
St. Thomas’s.?’ At Hospitals without schools there are 
wider variations, ranging from 10 to 20 and even 25.8 

Different witnesses have given .the maximum number 
that could be treated by one man, at a teaching Hospital, 
at 12, 12 to 15, and 20 respectively.® ~At one general Hos- 
pital- witha post-graduate college, on the other hand, the 
average number per medical officer (including clinical 
assistants) is said to amount to 30." ' 

73.—Generally speaking the evidence points to the con- 
clusion that in the case of patients who actually reach the 
visiting staff the danger is not that of hurried diagnosis or 
treatment, but that of long hours-and overwork for the 
doctors... This difficulty .is a serious obstacle to the 
development of consultative work in the true sense of the 
word, for such work involves the labour of reporting to 
the general practitioner who is in charge of the case and 
for whose guidance the opinion of the consultant is 
sought.” 


DetTACHMENT FROM Home ConpDITIONS AND Past 
History. ; 

. 74.—A further alleged defect of the Out-patient system 
lies in its detachment from the home conditions of the 
patient and his past history, both of which may affect not 
only the diagnosis of his disease, but also the method 
ond prospects of cure. This is put forward as a strong 
argument in favour of the treatment of ordi ailments, 
not at-the Out-patient Departments, but by the general 
practitioner acting, privately or through Dispensaries, 
more or less as a family doctor.’ a 

75.—Assuming that the general practitioner can be 
relied on to give full-attention to the home conditions and 
past history of patients attending at his surgery or at the 
Dispensary, this argument is a strong one. We have 
evidence, for instance, of a case of a boy attending two 
hospitals for bronchitis without it being discovered that 
his bed at home was beneath a leaking roof.* The fact 
that-at.some Hospitals an: Out-patient. is-frequently- seen 
by- different doctors on.. successive visits makes the 
occurrence of such misfortunes not improbable. 

76.—The practice of relymg on Hospitals rather than on 
private. doctors is also said to lead to a neglect of pre- 
ventive precautions and early treatment.’ The dangers 
arising from this might be lessened if the hospitals 
were in closer touch with -general practitioners, and thus 
able to recommend domiciliary treatment.'® At the same 
time it must be ay ary that many of the Hospitals 
themselves, through their Almoners, are en¢ceavouring to 
“I See par. 63. 

2 Buchanan, 1963; Montefiore, 2568; Butlin, 3574. 

5 Butlin, 3574; Capes, 4116. 

4 Cf. Buckle, 156-166; Alvey, 335 (note), 
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secure a means of keeping in touch, at all events in 
selected cases, with home conditioiis or with agencies that 
know the-homes.' In this-connexion mention ought to be 
made of the excellent work begun: by the Tuberculosis 
Dispensaries towards supplementing Out-patient De- 
partments in the specially important case of pulmonary 
consumption.? It:seems highly desirable that the practice 
of co-operating with such Di ies, already adopted 
by some Hospitals, should be extended as far as practicable 
in the interests both of the patients and of those who are 
living within the range of their infection.® 

77.—Another way in which this detachment from home 
conditions is said to reduce the value of Out-patient treat- 
ment lies in the absence of specific ailvice not only as to 
ordinary home hygiene or special care in diet or the like, 
but also as to the method of applying the prescribed 
remedies between the dates of successive visits to the 
Hospital.‘ This is attributed to the pressure under which 
the medical work is carried on. It is due, therefore, parti 
to overcrowding, and partly to the absence of touch wi 
home conditions. Akin to this is the difficulty of ensuring 
that the patient carries out at home stich instructions ag 
are given him at the Hospital. 


SEPARATION FROM OTHER OHARITABLE ASSISTANCE. 

78:—The tendency to treat an application to the Out- 
patient Department as an isolated incident in the patient's 
life shows itself also in the separation of medical relief 
from other forms of charitable or public assistance. This 
has rot always been, and is not always now, r i as 
a defect.° - The first instinct of the charitable man is to 
treat the.immediate symptom of distress, and in the case 
of Hospital charity, where the immediate symptom is ill- 
ness, this tendency is strengthened by the view naturally 
taken by the medical man.’ But from a wider standpoint 
it has -been argued. that illness is often a symptom of 
general distress, sometimes involving a whole family, and 
therefore only curable if the whole problem of the patient's 
circumstances is attacked. This is akin to the modern 
view that the Hospital as a curative agency should no 
longer be looked upon as a separate unit, but as a link in - 
the chain of charitable agencies. The growth of the 
almoner system shows the extent to which this view is 
spreading amongst the Hospitals themselves. 

.79.—There is plenty of evidence, however, that the co- 
operation is at present very. incomplete, for while many 
Hospitals make considerable use of‘ a large number of 
charitable agencies, in addition to their own Samaritan 
Funds, others make no effort at all in this direction, or 
certainly no systematic effort. ‘ 

The question whether such co-operation should bo 
organized by the Hospitals themselves, through Almoners 
or. otherwise, or whether it should -be attained by the 
establishment of some external organization, is one which 
will arise during the discussion of remedies.” 

. 80.—In this connexion the Poor Law may be considered as 
a special kind of public-assistance, co-operation with ‘which 
involves problems of its own. But the idea of co-ordina- 
tion between the Poor Law and charitable agencies is 
gaining ground, and finds its completed expression in the 
recommendations of the Majority Report of the Poor Law 
Commission." So far as Hospitals are concerned, how- 
ever, the fact that the Poor Law has its own medical 
branch makes.it a question of the co-ordination of medical 
agencies rather than of other forms of assistance, and if 
will, therefore, be dealt with in the next section.” 


SEPARATION FROM OTHER MEDICAL AGENCIES. ~ 
81.—The arguments against the isolation of medical 
relief from other forms of charitable assistance point also 
to the desirability of co-ordination between different 
agen ‘ies for the provision of medical assistance itself, the 
abse.ce of which causes much overlapping, waste, and 
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confusion.' ‘The eneten medical agencies outside the 
Hospitals are the three kinds of Dispensaries (Provident, 
Non-Provident, and. Poor Law) an 


also be considered. 


Non-Provident Dispensaries. 
82.—With the Non-Provident Dispensaries we do not 
propose to deal in any detail. 
amongst medical agencies is concerned, they appear to be 
analogous to the Out-patient Departments,’ raga only 
in two ways. On the one hand, they are usually staffed by 


general practitioners instead % consultants, and their 


equipment is less elaborate? On the other hand, they 
sometimes provide domiciliary treatment as well as treat- 
ment at the Dispensary.4 Without a special weg J we 
can express no opinion on their merits. We must there- 
fore leave open the question how far they can be used to 
supplement the work either of the Hospitals or of the 
private practitioners.’ At present the relation of the 
Non-Provident Dispensaries to the Hospitals and to the 
Provident Dispensaries is said to be one of competition 
rather than co-operation.® 


Provident Dispensaries. 

83.—With regard to the relations between Provident 
Dispensaries and Out-patient Departments, the object to 
be aimed at by co-operation should be, on the one hand, 
for the Hospital to refer to the Provident Dispensary for 
future treatment cases of ordinary ailments in which the 
patient can afford to make provision by periodical pay- 
ments, and, on the other hand, for the Provident Dis- 
pensary to refer to the Hospital cases requiring special 
diagnosis, advice, or treatment. The extent to which the 
former method of co-operation is carried out has already 
been considered.’? The latter appears to be rare.® The 
desirability of some such system of co-operation was 
recognized by the Central Hospital Council, which in 
1905-6 joined with the Metropolitan Provident Medical 
Association in drawing up a definite scheme for the 
purpose.® The scheme has, however, not yet been brought 
into operation. The Hospitals were not unanimous on 
the subject, some suggesting difficulties in practice; while 
up to the present time it has proved impossible to prepare 
a list of a sufficient number of Dispensaries for a general 
scheme.!? ) 

84.—From the side of the Hospitals complaints are 
sometimes made that the Provident Dispensaries are not 
really competent to treat their members properly, or to 
pay enough for efficient medical attendance and drugs.'! 
It is said that they consequently send on to the Hospitals 
cases that seem likely to be troublesome or expensive,” 
while failing to detect those which need specialist advice. 
It has been argued that for an efficient system of co-opera- 
tion the Provident Dispensaries should be affiliated to the 
Hospitals, so as to benefit by close relations with their 
consultants.“ Under such a system it is suggested that 
the students of the Medical Schools might receive part 
of their training in Provident Dispensaries thus affiliated, 
and that: this would compensate the teaching ‘Hospitals 
for any loss of opportunities for medical education that 
might result from the exclusion of trivial cases from the 
Out-patient Departments.” hota . 

:85.—There is strong evidence that the effect of the 
competition of the Out-patient Departments with the 
Provident’ Dispensaries has been disastrous. The Dis- 
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ment for ordinary ailments to the class from which their 
members come.'. This is proved by the evidence that 
they flourish in districts remote from Hospitals but fail in 
their immediate neighbourhood.? — " 

Cases are reported of Provident Dispensaries which 
have suffered a marked falling off of numbers after the 
opening of an Out-patient Department in the same 
district,? but have begun to recover when a stricter 
system of inquiry, by the agency of local medical men, 
has heen introduced by the Hospital.‘ 

86.—It is essential to the success of Provident Dis- 
should have a large number of 
members not ‘requiring very prolonged or expensive 
treatment. They cannot, therefore, prosper so long as 
the Hospital Out-patient Departments offer free treatment 
to trivial cases. On the other hand, the Hospitals cannot 
refuse to treat trivial cases on the ground that they ought 
to go to Provident Dispensaries, so long as Provident 
Dispensaries do not exist in the neighbourhood. The 
British Medical Association lays particular stress on this 
alleged “ vicious circle.” 5 


Poor Law Medical Service. : ae 
87.—The question of co-operation with the Poor La 
medical service depends in like manner on the reference 
to the Poor Law of cases unsuitable for Hospital treatment, 
and the reference by the Poor Law authorities to the 
Hospitals of cases on which a specialist or consultative’ 

opinion is needed.® 

88.—We have already dealt. with the question of the 
unsuitability for Hospital trea.ment, in respect of ordinary 
ailments, of those actually in receipt of Poor Law relief 
We have also noted the 
fact that many of these are actually treated at the Hos- 
pitals,° because of the inadequacy of the inquiry system at 
the Hospital, or because of the omission to co-operate with 


‘the Poor Law authorities.® 


89.—At present the friction already alluded to between 
the Hospitals and the Poor Law appears to hamper the 
reference to the Hospitals of Poor Law cases needing 
specialist treatment. A considerable number of such 
cases are no doubt treated by the Hospitals." But there is 
no organized system for the reference of such patients 
to the Hospitals.” 

90.—Besides preventing overlapping, co-operation be- 
tween the Hospital and Poor Law _ authorities might, , 
according to some witnesses, lead to the opening of the 
Poor Law infirmaries to the students of the medical 
schools. This would give opportunities for the study 
of chronic cases in the infirmaries, to the advantage, 
it is urged, both of the patients and of the students.” 
It would also improve Out-patient organization by re- 
moving the inducement to keep the Out-patient Depart- 
ment open to destitute cases for the sake of medical 
education, and it would help to compensate the schools 
for the loss of teaching material which would result from 
the exclusion of trivial cases. 


Other Voluntar} Hospitals. Fk 

91.—There is also evidence of serious defects arisin 
from the absence of co-operation between one Hospita 
Out-patient Department and another. Sometimes criticism — 
is directed to the mere fact that patients attend more than 
one Hospital at the same time, or pass raengeregie | from 
one to another, or prefer a Hospital far from their homes 
to one near at hand. Some Hospitals endeavour to 
prevent this by the reference back of cases which either 
are or have been attending another Hospital.” Some 
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Thomas's), 4411/14: Statistical Appendix, Sec. B., col. 14. 
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Hospitals refer to.a nearer . Hospital. (if es, Sew 
coming from a distance.’ Many,, however, regard - 
simple forms of overlapping as no great evil. They are 
attributed to the desire for a change of doctor, to the 
attraction of a new building, or to a preference for some 
feature in the management of a particular Hospital;* and 
strict localization is held to be very difficult, if not im- 
possible, in London, owing to the unequal distribution of 
Hospitals in relation to population. But some restriction 
on this wandering is desirable as an aid to Out- patient 
organization. 

92.—Far more serious evils result when migration from 
one Out-patient Department to another is due to want of 
uniformity in the rules for admission or in the efficiency 
of the inquiry systems.‘ If cases refused at one Hospital 
can readily obtain relief at another, attempts at organiza- 
tion are largely frustrated. In the first place, the reference 
of unsuitable patients to a more appropriate agency is less 
likely to be acted upon ; and, in the second place, individual 
Hospitals are reluctant to adopt stricter rules of admission 
than are generally in force, lest the consequent reduction 
of numbers, as compared with other Hospitals, should 
injuriously affect either their appeal to public sympathy 
or the interests of their medical schools.® 

93.—As a preventive of either of these forms of migra- 
tion, the Hospitals have been invited by the Charity 
Organization Society to co-operate in the Society’s scheme 
for the mutual registration of cases assisted.6 This pro- 
posal is approved by many witnesses.’ and it has been 
adopted in varying degrees by several Hospitals. Most 
witnesses, however, recognize the difficulties arising from 
the vast numbers of Out-patients,? and some consider 
these difficulties insuperable.'° The principle of mutual 
registration can, however, be applied to a limited extent 
with comparative ease and yet with considerable advan- 
tage. Thus, some Hospitals take part in local systems of 
registration, such as those in operation in Chelsea, Hamp- 
stead, and St. Pancras." Others report the cases that 
receive supplementary assistance through the Almoner or 
the Samaritan Fund." But a very useful modification, 
and one which could probably be applied without great 
difficulty, would be to report to the Registrar cases 
rejected or referred to other agencies.’® These are com- 
paratively few in number, and a record of them in a 
central register would greatly facilitate the adoption of 
uniform standards of admission. Further extensions of 
the principle might well be practicable as the numbers of 
Out-patients became reduced by improved organization." 


Re Se General Practitioners. 

94.—Great stress has been laid by many witnesses upon 
defects in the relations between the Out-patient Depart- 
ments and general practitioners. It is said that at present 
the Hospitals compete with the private doctor in the 
treatment of ordinary cases, thus injuring him financially 
and professionally ; whereas under a system of co-opera- 
tion the Hospitals might to a greater extent than at 
present leave ordinary cases to the grnees! practitioner 
and encourage him to send up to them difficult cases 
needing specialist advice. or treatment. By, thus de- 
veloping the consultative side of their work, it is urged, 
the Hospitals would raise, instead of lowering, the 
standard of medical attendance on the poor in their 
neighbourhood. ee 

95.—The question whether the Out-patient Depart- 
ments actually compete with the general practitioners is, 
to a great extent, only another aspect of. the 
whether they are abused through the admission for 





1 Holland (London), 2/25. - 

2Holl+nd, 77; Uhies, 432/20; Sandhur:t, 1111, 1116; Quennell, 2798-9; 
Butlin, 3620; Shaw, H. B., 3717; Thomson an: Johnson, App. 12/24. 

3 Buckle, 135/13; Thies, 432/20-1; Sandhurst, 1110; Johnson, S., 3191/36; 
Shaw, H. B:, 3773. : 

4 Alvey, 403: Glenton-Kerr, 622/17, 18; B.M.A, (Whitaker), 1602, 
(Shaw, L.), 1724; Buchanan, 1928; Spicer, 2324-6; Nunn, 3984. . 

5 B.M.A. (Whitaker) 1606. 1618-9; Tirard, 4337; cf. Glenton-Kerr, 655. 

6 Loch, 870; B.M.A. (Whitaker), 1731-34. : 

7 Thies, 432/15, 582, 598, Glenton-Kerr, 622/18, 647-8 ; Buchanan, 1975-6; 
Ryan, 2454-59; Johnson, S., 5191/37, 84; West, 3251/22; Nunn, 3953. 

8 Ryan (St. Mary’s), 2333/11 (6) Jennings (Chelsea Hosp. for Women), 
2582/9; Tirard King’s College), 4173/26. 

9 Thies, 604; Gienton-Kerr, 648, Buchanan, 1975-6; Ryan, 2454, 2459; 
Johnson, S8., 3191/84. 

10 Holland, 76 ; Spicer, 2329-32. . 

11 Jennings (Chelsea H.), 2582/9, 20; Nunn, 3953; cf. Thies, 583-4. 

12 Tirard (King’s College), 4173/26; Paddington Green (Ch.), App. 46/5. 

13 Glenton-Kerr, 622/18, 648, 

14 Loch, 870, 873; cf. B.M.A. (Whitaker), 1731-4, 
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ordi ailments of patients able to pay for their treat- 
ment. -We have already stated that, in our opinion, 
competition with respect. to well-to-do patients is rare;* 
but that in the case of patients able to pay small fees or 
to join Provident Dispensaries, the competition is not 
inconsiderable where no complete system of inquiry 
exists. It is recognized by the British Medical Asso- 
ciation that this is due to the “ glamour” of the Hospitals 
Fer than to any spirit of competition in the Hospital 
itself. 

96.—Very serious results are attributed by witnesses to 
this competition. In the first place, it is said to compel 
the private doctor to lower his fees in order to retain 
patients.‘ Witnesses have spoken of fees being reduced 
from 2s. 6d. to 1s., to 6d., and even to 3d. a visit.® In 
order to make a living out of such charges the doctor is 
obliged to see a very large number of patients and can 
give but little attention to each,® quite apart from the 
question of giving time to study. Under these circum- 
stances his professional status and efficiency degenerate, 
to the great disadvantage of the poor.’ 

97.—Other witnesses, however, deny that under the 


| present inquiry system there is any serious competition 


between Hospitals and general practitioners. It is main- 
tained that competent doctors find no difficulty in making 
a reasonable income, even in the neighbourhood of Hes- 
pitals;° and that where low fees exist they are due to 
purely economic causes—to competition within the pro- 
fession, to the demand for a cheap form of doctoring, and 
to the profits to be made out of it.° But it seems impos- 
sible to doubt that the competition which we have already 
found to exist, as the result of the incompleteness of the 
inquiry systems, must have, to some extent, the effect 
attributed to it. 

98.—Again, Hospital competition is said to affect 
injuriously the medical treatment of the poor by general 
practitioners, in that it makes the latter reluctant to 
send difficult cases to the Out-patient Departments for 
a second opinion. They are said to find that the Hospital 
often retains such cases, so that the private doctor loses 
not only the individual patient but also the connexion of 
his family and. friends.“ Such reluctance would be 
largely removed if active co-operation were substituted 
for competition.” 

99.—As a matter of fact a good deal has been done in 
recent years to reduce competition and encourage co- 
operation. This is one of the results of the employment 
of Hospital Almoners.”* But, taking the Hospitals as 
a whole, there is as yet no organized system of co-opera-. 
tion either in regard to the reference to general practi- 
tioners of ordinary patients suspected of not being suitable 
for Hospital treatment, or in regard to the method of 
dealing with cases coming to the Out-patient Departments 
with recommendations from medical men. 

100.—A .good many Hospitals communicate with general 
' practitioners in certain cases either as part of the inquiry 
‘Into the patient’s circumstances or as the result of such 
inquiry. At some this takes place in the case of all 
patients who are discovered to have been under the care 
of. a private doctor. - Sometimes the patient objects tc 
. this, preferring that his own doctor should not know he - 
‘has sought a second opinion; but the system.is found to 
have the great advantage of encouraging private doctors 
to send up difficult cases. It does not appear that where 
there is reasonable ground for the patient's wish to have 

1 See par. 42. 

2See par. 43; Loch, 727-730: Michelli, 1861; Roberts, 4436, 

83.M.A., 1481/55 (b) ; (Whitaker), 1749. 

4Loch, 760; Gray, 28% ; Heron, 3380/27. 

5Montefiore, 2516; Tirard, 4265, 4328; Church, 3027/25, 3062; cf. 
Buchanan, 2014. 

6Gray 947; Tirard, 4265; Dawson, 4740. 

7 Montefiore, 2516 ; Church, 3027/25; Barnett, App., 66/5. 

8 Holiand, 115-7; Currie, 919,925; Sandhurst (quoting Herringham), 
1104 ; Tirard, 4267, 4284; cf, Quennell, 2797. 

9 Holland, 117 ; Currie, 925. 

10 Holland, 115; Sandhurst quoting Herringham), 1104; Tirard, 4273, 
4280; cf Gray, 2939; Loch, 758-60. : 

11B.M.A., 1481/61; (Shaw, L.), 1744; Montefiore, 2509; Gray, 2952; 
Butlin, 3606; Tirard, 4173/17. : 

12 Jennings, 2618 ; Tirard, 4173/17; Gray, App. 13. 

13 Kemp, 1548/1(5). 

14 Alvey (Charing Cross), 331/10; Buchanan (Metropolitan), 1871/12; 
Ryan ‘St. Mary’s), 2333/7: West (St. George’s), 3251/13; Tirard (King’s), 
4173/17; Roberts (St. Thomas’s', 4421/12; Belgrave (Ch.), App. 21/5; West 
‘Ham, App. 65/6: Paddington Green, App. 46/3; Central London Throat, 
App. 23/3, Hospital Epilepsy, App. 31/7. 

Alvey, 422-3: Jennings, 2604. 

16 Jennings, 2618; Tirard (King’s College), 4173/17; Central London 

- Throat, App. 23/3, 5. 
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a second opinion, the doctor refuses to concur, except from 
fear of Hospital ere: : 
101.—At many Hospitals an inquiry of the patient’s 
doctor (if any) is a regular part of the process . of 
investigation into financial circumstances, the patient 
being referred back to the doctor if ultimately found to 
be able to pay.2 Sometimes reference to a private doctor 
takes the place of inquiry—the rule being that all doubtful 
cases are told that they can only be treated if they bring 
a recommendation from some general practitioner.® 
102.—One Hospital states that of the patients referred 
to their own doctor for an introduction the majority do 
not return though an appreciable number do;* another 
finds that more than half return with an introduction 
from the doctor.® 
103.—With reference to cases recommended by general 
practitioners there is no uniformity of procedure. At 
a good many hospitals such recommendations admit the 
patient without inquiry. At some they give him pre- 
ference over other patients. At St. Thomas’s, where the 
recommendations ensure access to the visiting staff, nearly 
one-fourth of the out-patients proper are sent by private 
doctors.6 The numbers thus recommended seem to vary 
considerably at different Hospitals,’ this form of co- 
operation being specially encouraged at Hospitals with 
almoners;® while at teaching hospitals former students 
often send up interesting or difficult cases. It is pro- 
bable that the records are not complete, and that, for 
instance, a good many patients recommended by firms or 
other subscribers are sent on the advice of a doctor; 
but after allowing for this it is evident that there is not 
as much co-operation in this way as there might be. 
The private doctors’ reluctance has already been alluded 
to. From. the Hospital point of view it is doubtful 
whether a doctor’s recommendation should excuse inquiry. 


It is alleged that general practitioners sometimes send on” 


any case which involves more than the simplest form of 
treatment;" or that, in their desire to oblige private 
patients, they do not pay sufficient attention to the 
uestion whether the patient they recommend can afford 
the reduced fee of a private consultant."? But there is no 
reason why such cases should not be inquired into.” 

From the dovtor’s point of view, the reluctance to co- 
operate. might be.expected to diminish with every step 
towards the prevention of the existing competition. 

104.—It has been suggested by medical witnesses that 
from the point of view of medical education closer co- 
operation with general practitioners would be an advan- 
tage in two ways: first, that it would increase the propor- 
tion of interesting cases sent to the Hospitals;“ and, 


second, that it would continue the education of the private 


doctor by keeping him in touch with the Hospital 
consultant.” 


VI. GENERAL OBJECTS TO BE AIMED AT 
IN REFORM. 
105.—The foregoing discussion of the various. defects 
of the existing Out-patient system points to. the -con- 
clusion that any scheme of reform should aim at the 
following general objects :-— “3h 


(i) The reduction of numbers, partly by the exclu- 
sion of those able to pay for medical treatment 
or to make provision for it by provident 
methods, and of those too poor to benefit by 
it; and partly by the discouragement of the 
attendance of trivial cases. ' 





* alvey (Charing Cross), 422; Quennell, 2813; Butlin, 3602; but cf. 
Jennings, 2605. : 
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(ii) The development of the consultative side of Hos- 
pital work, and the encouragement of co- 
operation with 4 np practitioners and other 
agencies for medical assistance. 

(iii) The co-ordination of Hospital assistance with 
general charitable work and with the Poor 
Law and other forms of public assistance. 

(iv) The provision of adequate safeguards for the 
interests of medica] education and the develop- 
ment of medical science. 


The various remedies suggested by witnesses will be 
considered in relation to these objects. 


VII. EVIDENCE AS TO SUGGESTED REMEDIES. 
106.—Safeguards against abuse and remedies for the 
other defects mentioned may be sought in two directions : 
first, in the internal organization of each Hospital; and 
second, in the external organization of medical assistance. 
Under the first class of remedies free access to the Out- 
patient Departments would be permitted to all patients, 
the Hospital providing within its own walls, and having 
under its own control the machinery for sifting the 
patients, and for cv-operating with other agencies. Under 
the second class the sifting would be’ done by some 
external agency, on whose recommendation alone patients 
would be admitted to the Out-patient Department. 
107.—Of the various safeguards and remedies at present 

in operation in the Out-patient Departments of different 
Hospitals, the following are the most: important :— 

(1) Admission by subscribers’ letters ; 

(2) Payment by patients who can afford it ; 

(3) Inquiry into patients’ circumstances; > 

(4) The limitation of the numbers selected for the 

visiting staff in any one day; and 
(5) — oe on the recommendation of an out- 
side general practitioner. | 


Supscripers’ LETTERS. _ 

108.—Subscribers’ letters have been abandoned at most 
of the Out-patient Departments, and where’ they are 
retained it is usually on the plea that they are valued by 
subscribers, and so assist in raising funds.” Since, how- 
ever, at some Hospitals they confer privileges, such as 
exemption from inquiry imto patients’ circumstances, a_ 
remission of patients’ payments, or a guarantee of access 
to the visiting staff,’ it is evident that they are still used as 
a test of medical or financial suitability® = 

-109.— But the a opinion is in favour of their aboli- 
tion.‘ ‘Theétrouble of — them frequently constitutes 
a hardship on the patient.6 They are often given without 
adequate knowledge of patients’ circumstances, and thus 
lead to the admission of unsuitable cases.6 We therefore 
recommend the abolition of the use of suth letters. 


i Patients’ PayMeEnts. 
110.—Patients’ payments may be regarded as a pre- 
caution agaiist abuse in two ways. In the first place 
unsuitable persons who might be attracted by an offer of 
free treatment may not be attracted by any less favour- 
able offer. Against this, however, must’ be set the risk © 
that unsuitable ‘persons who would not care to accept 
charity may have less hesitation when they are paying 
something towards the cost. In the second place, 
persons unsuitable for free treatment may yet be suitable 
for treatment at a rate of payment below that charged by 
private doctors. Theoretically the question may seem 
merely one of amount. So long as the payment at the 
Hospital does not approach that asked by private doctors, 
it may lessen the risk of pauperizing the patient, and yet 
not increase the risk of competition with. the general 
practitioner. Thus it is claimed. by some witnesses that 
1Currie, 635-90; B.MA., 1481/38; Collins, 4019;.Marshall, 4348; 
—_—, rae tt _— 40/2; cf. — 505 ; cheuamescat 8., 3213; Shaw, im, B., 
8 Bucklo (nin oll) 1906, 20; 219 221, 263; ‘Marshall and.Botteri 
CW. Lond.) 4947/5; Leyton Hosp., App. 34/5, 6; but cf. Shaw: HB. 
‘4Holland, 102; Thies, 501; Loch, 
: 1481/38; Church, 3073; Johnson, 8., 
Capes, 4047/5 (4). narie 
5 Holland, 98; Thies, 508 ; ‘Loch, 709. arts 
6Holland, 100, 105; Thies, 502-4; Loch, 708, 725; Currie, 935; B.M.A. 
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a payment of 3d. per attendance does not compete with 
the charges of a private doctor,’ although others admit 
that a charge of 6d. in respect of ordinary ailments 
might do so? Th8-narrowness of the line thus drawn 
shows how dangerous the principle may be, even when it 
is fully understood that the payment is only for medicines 
and dressings,’ that all other expenses are borne by the 
Hospital,‘ and that the medical attendance is for the 
most part honorary. But it is said that there is a 
tendency amongst patients to believe that the payment 
covers medical attendance and other expenses as well, 
and that they are in no sense recipients of charity’; and 
many Witnesses hold that in these circumstances even a 
3d. payment competes unfairly with the charges of local 
doctors, and discourages provident methods.’ On this 
subject the members of the Central Hospital Council were 
equally divided.® 

111.—At special Hospitals, where the comparison is 
between the patients payments and the minimum fee of 
the specialist, and a higher charge can be made without 
risk of competition, a system of payment according to the 
means of the patient is sometimes in force. But the 
same general arguments for or against patients’ payments 
apply also to these, and the objections on the part of 
medical witnesses have been equally strong.’® 

112.—On the whole, we are of opinion that the system of 
payments might advantageously be abolished. 


Inquiry OFFICERS AND ALMONERS. 

113.—Inquiry into patients’ circumstances by officers of 
the Hospital is the principal method at present in force of 
controlling the admission of patients by means of internal 
organization. 

114.—There are two principal methods of investigation, 
one by means of an Inquiry Officer whose energies are 
directed solely to the prevention of abuse; the other by 
an Almoner (usually a lady) whose inquiries have the 
additional-object of ascertaining whether supplementary 
assistance is néeded, and of putting the patient in the way 
of obtaining such assistance."! 

115.—Of these two types the Inquiry Officer pure and 
simple is the earlier, the Almoner representing a later 
development." Of the 12 general Hospitals with schools, 
three have Inquiry Officers only (and of these, one leaves 
the ultimate decision to the secretary), six have Almoners 
only, another has “ Lady Out-patient Visitors,” and two 
have both Almoners and Inquiry Officers. Of the 16 
other general Hospitals without schools, four have 
Almoners, two have Inquiry Officers, four entrust the 
investigations to their secretaries, one to a resident 
medical officer, one to a nurse, and one to a registration 
officer. Trree report that they have no inquiry system, 
but of these one admits Out-patients solely on the 
recommendation of private doctors.” 

116.—-In the special Hospitals the inquiry systems are 
less well developed. Amongst 37 Hospitals only four 
have Almoners, of whom.three are at Children’s Hospitals, 
while no fewer than 21 entrust the decision in doubtful 
cases to the secretary, with or without the assistance of 
clerks or Inquiry Officers.“ 

117.—The extent to which an unorganized system of 
inquiry is necessary at any particular Hospital depends on 


the size of its Out-patient Department. It is undesirable . 


that the duty of deciding as to the suitability of patients, 
whether for free or for part-pay treatment, should be in 
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the hands of any officer who is concerned with the raising 
of funds for the Hospital, or whose businessit is to consider 
the effect of Out-patient statistics, or of patients’ pay- 
ments, on the financial prospects of the institution.! 

118.—The qualifications of the “Inquiry Officer” vary 
at different Hospitals. At some he is little more than a 
registering clerk,? at others he is a skilled investigator, 
sometimes with the general experience of an ex-police 
inspector®; sometimes with a special knowledge of the 
immediate neighbourhood of the Hospital, which is of the 
greatest value. : 

119.—The ‘Almoner” is usually a lady,‘ trained by the 
“ Hospital Almoners’ Council” upon definite and uniform 
lines.” This Council, like the Almoner system itself, was 
founded by the Charity Organization Society,° but it has 
recently been reorganized on a representative basis.? The 
training is partly theoretical, consisting of lectures on 
sociology, hygiene and physiology ; and partly practical, 
consisting of general charitable work in a district office of 
the Charity Organization Society, and of Hospital work in 
the office of a Hospital Almoner.® But when the training 
is completed, the Almoner becomes responsible solely to 
the Hospital which employs her.’ 

120.—The principles upon which Almoners are trained 
to work include: (1) the prevention of abuse by referring 
unsuitable cases to an appropriate agency, (2) the supple- 
menting of Hospital treatment by securing the aid of other 
charities and the co-operation of the patient himself, (3) 
the encouragement of thrift in the form of provision 
against future sickness, (4) the development of the consul- 
tative side of Hospital work.” In all her work the Almoner 
is expected to act in close touch with the medical staff of 
the Hospital, no case being refused or referred elsewhere 
without medical sanction." 

121.—With regard to the relative merits of “Inquiry 
Officers” and “ Almoners,” it seems to be more and more 
recognized, so far at least as the larger Hospitals are 
concerned, that the merely negative investigations of the 
former are insufficient, and that the positive activities of 
the latter are necessary.“ This is admitted even by such 
witnesses as dislike the methods of the present Almoners.¥ 

It is evident that the Almoner system is well adapted to 
the prevention of many of the defects already discussed, 
bringing, as it does, the Hospital work into touch with 
home conditions, with the past history of the patients, 
with other charitable and medical agencies, and with 
general practitioners. Some witnesses, however, have 
expressed the fear that the side of the Almoner work 
which deals with the prevention of abuse is liable to be 
hampered by the more positive side,“ and to be less 
efficiently performed than it would be by ordinary 
Inquiry Officers. On the other hand, we have instances 
of an Almoner having discovered abuse which had been 
passed over by an uiry Officer; and we find that 
amongst the great Hospitals with schools, the numbers of 
cases excluded are me a Sage / small at those without 
Almoners.!” It should be remembered that the principle 
of the reference of unsuitable cases to.more appropriate 
agencies, which is the special work of Almoners, prevents 
abuse by enabling a stricter standard of suitability to be 
applied without hardship to patients. Again, the. ex- 
clusion of cases too poor to benefit by Out-patient treat- 
ment is better enforced after it has first been ascertained 
that it is impossible to supplement the Hospital treatment 
by other appropriate charitable assistance. 

In both these directions therefore the twofold function 
of the Almoner actually assists in the exclusion of the 
unsuitable. 
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122.—On the whole the evidence seems to prove that 
the system of inquiry through Almoners (either alone or 
supplemented by ordinary Inquiry Officers) has been very 
useful both in preventing the abuse of the Out-patient 
Departments and in remedying some of their other defects, 
and the question arises whether all that is necessary is to 
extend the system till the whole field is covered. 

123.—As to the array bes a sufficient extension of 
the system, it is evident that a large increase in the 
number of Almoners would be required, and that the 
expense would be considerable. : 

.124—Thus the London Hospital, which has at present 
five Almoners, besides an Inquiry officer and an Out- 
patient Superintendent, estimates that 15 would be 
necessary, at a tot 1 cost of £3,000 a year, and that even 
then the Casualty D:partment would be untouched! At 
St. Thomas’s, where the Casualty Department is partly 
investigated and the number of Out-patients proper is 
limited, there is a staff of nine, besides voluntary workers.? 
Charing Cross has one, and states that it would require 
three if the Casualty Denartment as well as the Out- 
patient Department was to b: covered. The Metropolitan 
would want four.‘ St. Bartholomew’s® and the West 
London ® find on of Almoners ar Nae ogg to 
reorganization— salary being usually £100 or £120, 
rising to £200.77 St. Mary’s, in order to investigate the 
Casualty Department, feels the need not only of more 
Almoners, but also of more accommodation,® and the 
latter difficulty occurs at the Royal Free and to some 
extent at St. Thomas’s. Some increase of expenditure 
would therefore be unavcidable in most cases, but it wou d 
appear that the Hospitals with Almoners consider them 

_ well worth their cost, partly because of what they save by 
the prevention of abuse, and partly because of the in- 
creased value of Hospital treatment when supplemented 
by the various other forms of assistance which the trained 
Almoner knows how to secure.!® 

125.—The chief difficulty in establishing a complete 
inquiry system lies in the large number of patients that 
present themselves. It is estimated that one Almoner 
mee satisfactorily deal with more than about 25 cases 
a day. 

_But the mere presence of an Almoner tends to deter 
unsuitable cases from applying, and so diminishes the 
work to be done.” 

126. -The preliminary investigations of an experienced 
Inquiry Officer would reducethe pressure on the Almoner’s 
Department. Sufficient particulars to justify the exclu- 
sion of the more obviously unsuitable cases can often be 
obtained by an officer moving abcut amongst the patients 
in much less time than is uired for the private inter- 
views with the Almoner, bee there is therefore a good 
deal to be said for this form of “ double sieve.” 


Limitation OF NUMBERS. 

127.—We have already described the system," adopted 
at several hospitals, of limiting the numbers of new 
patients reserved for the visiting physicians and surgeons 
in attendance, on any one day. e cases selected for 
these purposes are, of course, the most serious of those 
presenting themselves. The cases not so selected are, 
according to their seriousness, either treated by the 
resident or junior staff, or given a preferential chance of 
selection for the visiting staff nextday.“ _ 

128.—The advantage claimed for this system is that it 
draws a clear distinction between patients that need the 
consultant and patients that do not. Provided that the 
selection is in the hands of fully competent medical officers, 
it-ensures that all serious cases come under the direct 
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care of the consultant himself, relieves them of much of 
the liability to long hours of waiting, and enables the 
Almoner to give them special attention. As evidence that 
it does not cause any hardship, we are told that at 
St. Thomas’s the maximum number (19) is seldom 
reached.? But it does not in itself relieve the crowding of 
the receiving room and the pressure on the staff respon- 
sible for selecting the more serious cases and treating the 
less serious,’ or facilitate the inquiries of the Almoner into 
ordinary cases, except in so far as the knowledge that only 
the more serious cases will be attended to by the 
consultant may deter the more trivial from applying 
unnecessarily.‘ © 


ExTeRNAL SIFTING BY GENERAL PRACTITIONERS. 

129.—There are many witnesses, however, who are 
doubtful whether the extension of the system of inquiries 
by “Almoners,” accompanied or not accompanied by a 
limitation of numbers, would be adequate to secure the 
necessary reforms. The alternative ‘plan is therefore 
put forward, of entrusting the sifting of patients to 
some external agency, and thus limiting the applicants 
to the Hospitals to those wo are prima facie suitable 
either medically or financia ly or on both grounds. 

130.—In support of this policy it is urged that the 
Almoners alone are n&t. successful in® preventing abuse, 
and that it is extremely diffcilt to turn away patients - 
when once they passed the doors of the Hospital.’ It is 
also suggested that the Almo: e tends to decide too much 
on financial nds, and therefore to admit patients 
who are medically unsuitable, while excluding patients — 
eng Hospital treatment.” 

31. The proposal usually takes the form that ad- 
mission to the Out-patient Departments should, except in 
cases of emergency, be confined to patients recommended 
by medical practitioners, including private doctors, dis- 
pensary doctors, and Poor Law medical officers. Under 
this system, as put before us by the British Medical Asso- 
ciation, every one wou d have access to.a general prac- 
titioner, either privately or through a provident or Poor | 
Law Dispensary, who would treat all ordinary or trivial 
ailments ;° while in cases. presenting difficalty in diagnosis 
or requiring special treatment the general’ practitioner 
would send the patient to the Hospital for consultative 
advice.“ The Hospital would report on the case to the 
private doctor, and would not retain it. for treatment 
except where special skill or expensive apparatus was 
required." In all other cases it would’ be left to the 
general practitioner to see to the carrying out of the 
treatment advised by the Hospital consultant.” 

132.—The arguments in favour of the proposal for 
external sifting by general practitioners may be summed ~ 
up as follows: ; 


(1) That abuse would be prevented, because no genera 
practitioner would recommend any one, at all | 
events in respect of an ordinary ailment, who 
was able to pay a private doctor or join a Pro- 
vident Dispensary, or was already provided for 
by the Poor Law. It is admitted,” however, © 
that the Hospital would still: have to protect © 
itself by means of Almoners against the recom- . 
mendation of patients able to pay consultant's © 
fees. 

(2) That overcrowding would be prevented together 
with the other evils that result. from. the | 

admission of ordinary or trivial cases. : 

‘iat the treatment of. patients for ordinary ail- 
ments would be conducted by doctors familiar 
with their home conditions and past history, - 
and that im special cases the same doctors 
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2Roberts, 4417. “ sae ak 3 
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would be able to see that the treatment advised 


_ by the Hospital was duly carried out. 

(4) That co-operation with general practitioners 
would take the place of competition, and the 
reluctance of the private doctors to send difficult 
cases to the Hospitals would disappear. 

(5) That a great step would thus be taken towards 

‘the co-ordination of the whole medical service 

of the poor. The Hospital would fulfil its most 
valuable function as a consultative centre, to 
the great benefit of the patients, both directly, 
through the provision of the special advice or 
treatment they might need, and also indirectly 
through the increased efficiency of the general 
practitioners, who would be kept in touch with 
the leaders of their profession and the most 
recent advances of science. 


133.—It is obvious that the attainment of these ends 
by this means depends upon the soundness of certain 
assumptions. 

134.—The first assumption is that all patients would be 
in a position without undue hardship! to obtain access to 
a general practitioner, either privately or through dis- 
pensaries, or through the Poor Law. 

This assumption.involves the existence, as part of the 
scheme, of a sufficient number of Provident Dispensaries 
to meet the needs of all who cannot afford ordinary fees.? 
It further presupposes either the non-existence of any 
class intermediate between those able to join Provident 
Dispensaries and those suitable for the Poor Law,’ or else 
the existence of charitable or public agencies by whose 
assistance the ‘members of that class will be cnabled to 
make provision.‘ ; 

Should there be an absence of sufficient. Provident Dis- 
pensaries, the advocates. of the scheme would meet the 
difficulty. by allowing free access to the Out-patient 
Departments. for a time, though -with preference to 
rcommended cases, and subject to strict inquiry by 
Almoners. ‘This would give time for the Provident 
Dispensaries to. be developed on a scale adequate to 
their function under the scheme.’ 

135.—The second assumption is that the general practi- 
tioner could be relied upon to detect the cases which 
required a second opinion or special treatment, and send 
them to the Hospital. 

In so far, if at all, as the general practitioners accessible 
to the poor may be at present less reliable in this respect 
than the Casualty Officers at the Out-patient Depart- 
ments,’ it is argued that their competence would improve 
under the system.’. Here again the suggested transitional 
period might assist in preventing hardship,? but some 
witnesses would provide permanently for a means of 
appeal from the decision of the private doctor either 
to the Hospital” or to some representative authority 
representing non-medical interests." ax 

136.—The third assumption is that the general practi- 
tioners could be Yelied on to determine on uniform prin- 
ciples the best means of dealing with patients, whether 
from the medical, the financial, or the sociological point 
of view. For it would be to the general practitioners 
that the control of the future policy would be entrusted, 
in many of the matters‘in respect of which reforms are at 
present urged upon the Hospitals. They would in effect 
be responsible for determining the kind’ of cases, medically 
speaking, which should be admitted to the Out-patient 
Departments; the financial level which should distinguish 
the classes suitable for provident, charitable or Poor Law 
‘ ‘Bat of. Alvey, 331/22; Johnson, A. E., 2758; Church, 31¢8-3114 
Tirard, . 

2Kemp, 1444-52; B.M.A., (Macdonald) 1557, (Whitaker) 1685-6; cf. 
Church, 3108. 

°B.M.A., (Whitaker) 1620-2, 1768, (Ker) 1696 ; Montefiore, 2526 ; Gray, 
2909, 2945 ; cf. Ryan, 2430 ; Church, 3067-9, 3074, and see par. 40. 

4 Kemp, 1432-3, 1447; B.M.A. (Whitaker), 1686 ; -Montetiore; 2550-52 ; 
Nunn, 3918-3930. Some witnesses, however, would’ deal with such 
cases at Non-provident Dispensaries. Warren, 1300; James, 4547; 
Barnett, App. 66/2; ef. Alvey, 331/13; Thomson, 2732-5. ° “ } 
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>B.M.A., 1481/23: B.M.A. (Shaw, L.), 1673-4; Montefiore, 2509, 2520, 
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agencies respectively; and the extent to which the ad- 
ministration of medical assistance should keep in view 
collateral objects such as the encouragement of thrift, ~ 
co-ordination with other forms of charitable work, or the 
interests of medical education and the advancement of 
medical science. ae 

This statement must, of course, be modified to some 
extent in the case of those witnesses who would associate 
with the scheme some representative authority for the 
co-ordination of medical assistance.' 

137.—-Satisfactory assurances on all. these points would 
seem to be necessary, from the point of view of the Hos- 
pitals, of the paticnts, and of the charitable public, before . 
any proposal could be accepted to transfer from the Hos- 
pitals to an outside agoncy the sifting and selection of 
patients. We are not satisfied that the case for entrusting . 
the selection to general practitioners has been made out.? 

138.--Our doubts on these points have not been removed 
by a study of the evidence as to the Bolingbroke Hospital, 
which is referred to by advocates of the system as an 


| example of its operation in practice.’ Here the Out- 


patient department is purely consultative; patients are © 
ssen only on the recommendation of a medical man, and - 
even then they are not treated at all unless special skill 

or apparatus is required, but are referred back to the 

general practitioner with a report from the Hospital 

doctor. We have evidence that, as far as it goes, this 

system works well; that it satisfies the local doctors; the 

subscribers, and the patients who belong to friendly 

socicties and clubs*®; that the system is favourable to the . 
development of Provident organizations; and generally | 
that this Hospital is free from many of the abuses and | 
other defects to which open Out-patient Departments aro 

liable. But it does not appear that the Bolingbroke 

system comprises any provision for securing to patients 

access to other charitable agencies. The attitude of the 

Hospital itself, so far as this aspect of the question is 

concerned, is purely passive. It makes no inquiry as to 

the financial suitability of the patients;® the question 

whether a particular patient should join a Provident 

Dispensary is lookcd upon as a personal matter between 
patients and individual private doctors,’ who may or may 

not decide such questions on uniform principles. It is 
assumed that all patients who are ineligible as having no 
private or dispensary doctor are proper subjects for the 

Poor Law;® but it is admitted that they may go to other 
Hospitals.’ 

The Hospital Out-patient Department acts (apart from 
casualties and operations) merely as a consultant centre 
for patients who are unable to pay for specialist advice, 
but are able to secure the services of a general practitioner 
to carry out that advice. We have no reason to suppose 
that it does not perform this function usefully and 
efficiently. But in the absence of any system of local co- 
ordination, and of any evidence as to the method by which 
those who are excluded from the Bolingbroke Out-patient 
Department obtain their treatment for ordinary ailments, 
tliere is nothing to show that it meets the whole of the 
legitimate Hospital requirements of all classes in its dis-- 
trict, or that the introduction of similar methods into all 
Hospitals would not leave large ciasses unprovided for. 
The fact that St. Thomas’s Hospital, with its compara-— 
tively well-developed Almoner system, treats as many 
cases from the Bolingbroke’ district as does ‘the Boling- 
broke itself,’ is alone sufficient to render this extremely 
doubtful. 


Co-ORDINATING AGENCIES. 
139.—Several witnesses have expressed the opinion that 
for any effective organization of the Out-patient Depart- 
ments the establishment of some agency for the co-ordina- 
tion of. medical assistance is required. Such an agency 
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would, it is said, supply a remedy for the want of uni- 
formity now. existing. between one Hospital.and another, 
for overlapping, and for the isolation of medical agéncies 
from other forms of charitable or public assistance. _ 
140.—At present no such co-ordinating agency exists. 
There are, however, various bodies which perform, either 
directly or incidentally, some of the functions of such an 
agency. 
141.—From time to time there have been conferences 
between the varicus Hospitals? and between Hospitals 
and other bodies such as the British Medical Association,® 
and quite recently a British Hospitals Association has 
been formed, part of whose function it is to organize 
conferences on Hospital matters. — 
In 1892 the formation of a Central Body was recom- 
~ mended by the Select Committee of the House of Lords,‘ 
and in 1897 a Central Hospital Council was formed repre- 
senting 18 of the leading Hospitals.° This Council has 
made recommendations on such subjects as the appoint- 
ment of inquiry officers,-and the definition of the term 
“ Casualty patients”; and in conjunction with the Metro- 
politan Provident Medical Association it drew up in 1905-6 
a scheme of co-operation between Hospitals and Provident 
Dispensaries.® 
‘he three Hospital Funds—the King’s Fund, the Hos- 
pital Sunday Fund, and the Hospital Saturday Fund—- 
have used their influence in the past -to secure uniform 
statistics of Out-patients,’ and, in the case of the two first 
mentioned, the appointment o1 inquiry officers’ - 
142.—In the sphere of general: charity a co-ordinating 
agency already exists in the Charity Organization 
Society,® whose services in the initiation of the Almoner 
system, the training of Almoners, and the organization of 
the mutual registration of assistance, have already been 
referred to. Agencies of a more generally representative 
character have been established in certain districts of 
London in the form of Councils of Social Welfare,” and 
there is a Central Association of Councils of Social 
Welfare for the promotion of this movement." The 
Majority Report of the Poor Law Commission contem- 
plates the establishment of Central and Local Voluntary 
Aid Committees* to work in co-operation with the Public 
Assistance Authorities which under their scheme would 
take the place of the present Poor Law Authorities.’* In 
association with these authoriti.cs, the scheme also- pro- 
poses Central and Local Medival Assistance Committees 
representing Hospitals, Poor Law Intirmaries, Provident 
Dispensaries, General Practitioners, Public Health Authori- 
ties and the Public Assistance Authority.“ The Majority 
Report, therefore, contemplates the machinery for a com- 
plete co-ordination of medical and charitable assistance.” 
143.—At present, however, the work of co-operation 
between one Hospital and another, and between Hospitals 
and other agencies, lies chiefly in the hands of the 
Almoners, acting in concert with the medical staffs; and 
the reconstitution of the Hospital Almoners’ Council, on a 
representative basis, is a further step along this line of 
co-ordination." The Council is to consist of representatives 
of Hospitals, of the medical staffs of Hospitals, of the 
Charity Organization Society, and of the trained Almoners 
and other persons interested in the work of Hospitals or 
kindred charities. 


VIII. CONCLUSIONS AS TO REMEDIES. 
d DEVELOPMENT OF ALMONER SysTEM. 
144.—The evidence leads us to the conclusion that the 
most practicable method of remedying the defects of the 
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Out-patient Departments lies in the development of the — 
Almoner system. This development should have in view 
three main ends. First, the reference -to appropriate 
agencies, of cases unsuitable for the.Qut-patient Depart- 
ments; second, co-ordination with other forms of medical 
and charitable assistance; third, co-operation with 
general practitioners so as to encourage the use of the 
Hospitals for consultative purposes. 

145.—A question arises as to whether the Almoners 
themselves should undertake all this work, or whether 
they should utilize existing agencies. It seems to us that 
there might be some danger of the Almoner travelling 
beyond the province of the Hospital’ as an institution for 
medical relief, if he or she did all the work personally. 
It seems préferable that the Almoner should utilize exist- 
ing agencies,’ especially where there is any local machinery 
of co-ordination in existence. As thé co-ordination of 
charitable or public assistance in any area develops, the 
Hospitals will thus be ready to take their place in the 
organization. The Almoners’ aim should be to provide a 
link between the Hospital and general charity. : 

146.—Co-operation between Hospitals and general prac- 
titioners, with the consequent encouragement of the use 
of the Hospital as a consultant centre, can, we believe, be 
developed to a very considerable extent through the 
agency of the Almoners. We have been struck with the 
> which the existing Almoner system has_ been 
utilized for the purpose at some Hospitals... It is part of 
the regular practice of the Almoner to communicate with 
the doctor if the patient has one, and the case is often 
referred back to him (subject to the consent of the 
Hospital doctor) if he js in a position to treat the ailment. 
At King’s College Hospital the Almoner keeps a card index 
of patients recommended by medical men,‘ and no future 
application from such a patient, or from his family, is 
knowingly entertained without reference to the medical 
man. This is stated to have led to an increase in the 
number of cases sent up by private doctors for special 
advice or treatment.® . It seems to us that good results 
might be expected from an extension of this practice... _ 

47.—This co-operation should be effected by three 
methods, which between them would cover all the cases 
where the general practitioner could have any grievance : 


(i) In the case of a patient who has no doctor :—by 
referring the patient to a private doctor, Provi- 
dent Dispensary or Poor Law dispensary, when- 
ever the financial circumstances, combined with 
the nature of the ailment, rendered such a 
course appropriate. Sites 
the case of a patient who has a doctor, and 
comes without a recommendation from that 
doctor :—by communication with the doctor. 
Such communication would take the form of 
a reference back to the doctor if the case was 
one which could be adequately dealt with by. 
hini, and a report to the doctor if the case 
needed special diagnosis, advice, or treat- 
ment. eh 

(iii) In the case of a patient who comes with a doctor's 
recommendation :—by reporting to that doctor 
on the case; and keeping a record of the fact 
that the patient has a doctor, for use in the 
event of the patient subsequently attending 
without a recommendation. 


The carrying out of these methods would be the work 
partly of the Almoner and partly of the Hospital doctor 
or his assistants, but (as at present) no action should be 
taken by.the Almoner without the knowledge and consent 
of the Hospital doctor. : : - 
148.—The interest of the patients would be safeguarded, 
as well as those of the Hospital and of the general prac- 
titioners, if the actual arrangements took the following 
form : gS an agS 
(1) In cases where the Hospital doctor advised treat- 
ment at the Out-patient Department, the 
Hospital to inform both the patient and the 
general practitioner of this fact. The patient 
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then to be at liberty to come again for treat- 

, ment if he wished to do so, until such time as 
he was well enough to be referred back to the 
general practitioner. 

(2) In cases where the Hospital doctor considered that 
the patient could be adequately treated by the 
general practitioner, the Hospital also to inform 
both the patient and the general practitioner of 
the fact; but the patient would then not be 
admitted to the Out-patient Department. 


149.—The development of the Almoner system, on a 
scale sufficient for the application of these principles 
throughout the Hospitals of London, is largely a question 
of finance. We consider that expenditure in this direction 
would be so beneficial that it would give the Hospitals an 
added claim on the charitable public. 

150.—The work of the Almoners, however, if it is to be 
successful, requires to be supplemented by two other 
veforms—first a reduction of numbers through the exclu- 
sion, by the Hospital doctors, of those unsuitable on 
medical grounds for Hospital treatment; and, second, the 
provision of sufficient Provident Dispensaries or .other 
means of securing medical attendance for ordinary ail- 
ments by provident methods. In addition to these, some 
further development of general co-ordination between 
Hospitals and other agencies is desirable; while finally it 
is essential that the interests of medical education and 
the advancement of medical science should be safeguarded. 


Liw1taTion OF NUMBERS. 

151.—The reduction of numbers by the exclusion on 
medical grounds of cases unsuitable for Hospital treatment 
would, in our opinion, be both practicable and beneficial. 
It would require the adoption of a deliberate policy, both 
in the Out-patient Department proper and in the Casualty 
Department. In the Out-patient Department proper, we 
recommend the extension of the practice already described 
as being in operation at some Hospitals,’ where fully 
qualified medical officers select each day a limited number 
of the more serions cases, in proportion to the number of 
members of the Visiting Staff in attendance. In selecting 
such cases regard would naturally be paid to reeommenda- 
tions from general practitioners,? which should of course 


- be the subject of inquiry by the Almoner. 


152.—The cases not so reserved will naturally be less 
serious, and therefore more likely to be within the capacity 
of the ordinary general practitioner. They may have to 
be treated by the medical officer of the Hospital, but the 
attitude of both Almoner and medical officer to them 
should be that unless there is good reason to the contrary 
they should for continuous treatment be referred to a 
general practitioner. This, it should be noted, amounts to 
a reversal of the usual attitude at present, which is to 
retain them at the Hospital unless there is clear evidence 
to the contrary. This change of attitude would itself 
greatly conduce to good relations with general practitioners. 

153.—There will remain the cases which are now 
usually treated in the Casualty Department, namely, the 
emergency cases that cannot wait for the visiting staff, 
and the trivial cases which can be disposed of so quickly 
that they are, as a rule, neither reserved for the visiting 
staff nor inquired into by the Almoner. The former must, 
of course, be treated once at all events. The latter, how- 
ever, should, in our opinion, be sent away untreated,* 
except where there is any element of urgency or risk, in 
which case “first aid” must, of course, be given.t This 
class of case, we consider, is unsuitable for Hospital treat- 
ment for two reasons: In the first place, the resources of 
a great Hospital should not be employed upon an utterly 
trivial ailment when they are already strained to the 
utmost to cope with more important work.’ In the second 
place, such an ailment can be treated by a private doctor 
at so small a cost that the patient who is unable to meet 
that cost must be practically destitute, and should be 
provided for by the Poor Law. The extra work involved 
in ascertaining whether the patients should be treated or 
be sent away would soon be saved by the reduction of 





1 See pars. 72 and 127. 
2Kemp, 1468-9; Roberts, 4411/12, 4452-55. 
8 Cf. Glenton-Kerr, 655; B.M.A., 1481/63(1); Gray, 2901; Heron, 3432; 
Butlin, 3553, 3584, 3589; but cf. 3541-5, 3586, 3593, and Capes, 4126. 
4 Holland, 120; B.M.A. (Whitaker), 1652; Montefiore, 2563; Capes, 
4047/2 (12). 
5 Loch, 723-4. 
6 Church, 3053-4; Thies, App. 3(c); cf. Holland, 120. 





numbers that would follow when the practice became 
generally known.' Cases where there is any doubt, either 
as to the triviality of the ailment or as to the financial 
position of the patient, should be referred to the Out- 
patient Department proper, where they would come 
within the cognizance of the Almoner. 

154.—It will be seen that this suggestion implies a 
rather more detailed, but, at the same time, a much 
clearer subdivision of patients, than the present hap- 
hazard classification into Casualties and Out-patients 
proper. Whatever the nomenclature adopted, or what- 
ever the number of separate departments provided for in 
the Hospital building, four classes of patients should be 
recognized instead of two :— ; 


(1) The emergency cases, or true casualties. 

(2) The trivial cases. 

(3) The cases of ordinary ailments, not trivial, but not 
serious enough for the visiting staff. 

(4) The serious or otherwise special cases selected, 
up to a limited number per day, as needing a 
consultant’s advice or treatment. 


The first would be treated once as emergencies, and 
would subsequently fall into one of the other classes. 

The second would, wherever possible, be sent away by 
the medical officer untreated. ; 

The third would be treated once, if necessary, in th 
Out-patient Department, but would not be retained unless 
the Almoner, acting in concert with the medical officer, 
was convinced that access to a competent private or 
dispensary doctor was impossible. 

The fourth would be reserved for the thorough examina- 
tion both of the medical staff and of the Almoner. 


DEVELOPMENT OF PROVIDENT AGENCIES. 

155.—The provision of adequate Provident Dispensaries 
is undoubtedly a necessary condition of any effective 
reform of the Out-patient Departments. But there is 
little doubt that the comparative scarcity. of such pro- 
vision at present is largely due to the competition of the 
Out-patient Department as now organized, and this com- 
petition would be greatly reduced if the reforms we have 
recommended were put into operation. We feel confident 
that a general recognition of the advantages, both to the 
patients and to the Hospitals, of a transfer of a great deal 
of the present out-patient work to provident agencies 
would lead to the provision of the necessary facilities. 
Certainly such provision, whether it resulted from pro- 
fessional or charitable effort or from some scheme of 
National Insurance, would greatly assist in the reform 
of the Out-patient Departments. 


DEVELOPMENT OF CO-ORDINATION. 

156.—For successful out-patient reform there is also 
required some better general co-ordination than at present 
exists amongst the Hospitals themselves and between the 
Hospitals and other agencies of assistance, both medical 
and non-medical. Co-ordination between Hospitals is 
required in order to secure uniformity as regards the 
standard of suitability of patients. It is useless for some 
Hospitals to adopt a standard for admission which. other 
Hospitals ignore. Co-ordination between Hospitals and 
other medical agencies is necessary in order that exclusion 
may not be a mere refusal of assistance, with the risk of 
injury to the patient, but may take the form of reference 
to a more appropriate agency; and also to secure that 
all classes of case are provided for. Finally, co-ordination 
between Hospitals ond other charitable agencies is neces- 
sary for the purpose of supplementing the mere medical 
treatment wherever illness is caused or accompanied by 
other forms of distress, and in order to ensure that 
reference to the Poor Law is only resorted to in cases 
that are beyond the reach of voluntary assistance. We 
consider, therefore, that Hospitals should co-operate as 
far as possible with any well-considered movement in the 
direction of co-ordination either amongst themselves or 
amongst the agencies for charitable or public assistance 
generally. 

Sarecuarps For Mepicat Epucarion. 

157.—In any system of out-patient organization it is 
essential that the interests of medical education and the 
advancement of medical science should be safeguarded. 


1 Gray, 2903; Butlin, 3559, 3588. 
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GENERAL. CONCLUSIONS, 





1.—Consideration of the original objects of the Out- 


patient Departments leads to the followimg conclusions as’ 
to their function, the classes suitable for admission, and 


their relation to other agencies : 


(a) The Out-patient Department is and has always 


been intended for the provision of effective 
medical attendance for persons unable to pay 
for the particular form of treatment required 
by the ailment from which they are suffering. 
(Bs) The modern Out-patient Department, while avail- 
able for patients unable to provide for ordinary 
ailments, is specially fitted for three functions: 

(i) To provide (in the Casualty Department) 

’ immediate treatment for sudden and 
serious accident or illness. 

(ii) To provide (in the Out-patient Department 
proper) special diagnosis, advice or 
treatment where these are necessary. 

(iii) To assist medical education and _ the 

adyvaucement of medical science. 
2.—The chief alternative agencies for affording relief 
of the kind supplied by the Hospitals are the following : 


(i) Private Consultants. 
(ii) Private general Practitioners. 
(iii) Provident Dispensaries. 
. (iv) Non-provident Dispensaries. 
(v) Poor Law Dispensaries. 

The question what classes of persons should be discour- 
aged from attending the Out-patient Department must be 
considered in relation to these various alternative agencies. 

‘3.—Use of the Out-patient Departments by the well- 
to-do is not common. When it is attempted, the existence 
of inquiry officers and the vigilance of the medical staffs 
prevent it at the majority of the Hospitals. 

4.—Use of the Out-patient Departments for ordinary 
ailments by persons able to pay small fees to doctors is in 
some degree prevented by the inquiry system, but it pro- 
bably exists tq quite an appreciable extent, owing to the 
fact that the inquiry systems reach only a small pro- 
portion of the total number of applicants, and that 
patients excluded from one Hospital on this ground 
can often obtain admission at another. 

5.—The use of the Out-patient Departments for the 
treatment of ordinary ailments by a class able to make 
provision for such ailments by joining Provident Dis- 
pensaries is common. This is proved by the experience 
of the Hospitals which try to detect and exclude this class. 

6.—The use of the “Casualty” Department by persons 
not well-to-do but able to pay or make provision for the 
one or two treatments required, is not uncommon. This 
is due to several causes :— 


(1) Many of the cases are emergencies and must be 
treated at once, without reference to financial 
circumstances. 

(2) The large numbers make inquiry difficult. 

(3) It is often easier to treat cases outright than first 
to ascertain medically that they are not urgent, 
and then to ascertain whether they are 
financially suitable. 

(4) There is a tendency to extend the Casualty 
Departments to cases obviously not emer- 
gencies, either by a-loose definition of 
“casualty,” or by a desire on the part of 
junior medical officers to retain cases for 
practice, or by a desire on the part of 
patients to avoid the inquiry systems in force 
in the Out-patient Department proper. 


7.—These three forms of misuse—the admission of 


patients able to pay small fees, the admission of the |- 


Provident Dispensary class, and the admission of the 
pseudo-casualties—may well be in themselves sufficient 
to account for the various defects which are attributed 
to the Out-patient system, viz. :— *- 

(4) Unfair competition by the Hospitals with doctors 
on the one hand, and with Provident Dis- 
pensaries on the other—with a consequent 
detcrioration of general practice through loss 





of patients. This competition has the effect 
of deterring medical practitioners from using 
the Hospitals for consultative purposes; it 
also discourages thrift, and tends to pauperiza- 
tion, and it substitu. s Out-patient treatment 
for treatment by the family doctor who is 
acquainted with the past history and home 
conditions of the patient. ~~ ; 

(8) The overcrowding of the Casualty and Out-patient 
Departments with minor cases—with conse- 
quent - waiting, and’in some instances hurried 
diagnosis, and superficial treatment. 

(c) The departure of the Hospitals from their most 
appropriate function as specialists and con- 
sultative agencies, and the comparative waste’ 
of their resources in the way of personnel and 
appliances. : 

8.—Assuming that adequate provision, Provident or 
otherwise, is possible elsewhere for the pseudo-casualties, 
and for the Provident Dispensary class, the admission of 
these classes to the Casualty Out-patient Department for 
the treatment of ordinary ailments is. detrimental to the 
Hospitals, to the general practitioners, and to the patients 
themselves. : site By 
9.—The admission of the class able to pay small doctors’ 
fees could be greatly reduced, if not prevented, if the 
inquiry system now in force in the. most highly organized - 
Out-patient Departments were adopted throughout all 
Hospitals, = 
10.—The pseudo-casualty class might be. largely ex- 
cluded if a stricter definition of casualty were universally 
adopted, and if the medical officers in charge of the 
Casualty Departments were instructed to carry out a , 
policy of refusing to treat (at all events more than once) 
cases which are not emergencies. Any additional labour 
which this might cause at first would be soon compensated 
for by the reduction of numbers that would result when 
the practice became generally known amongst the class 
from which the patients are drawn, and the time and 
trouble now wasted on trivial cases could be devoted to the 
more thorough treatment of the suitable. ; 
11.—In cases which are neither urgent nor trivial, the 
refusal of treatment would not amount to an absolute . 
rejection, but would consist of a reference to the Out- . 
patient Department proper at the usual fixed hours, as is . 
now the practice at Hospitals which use their Casualty 
Department as a receiving and sorting room for all 
applicants. The patients so referred would then come 
within the. range of the inquiry system in force in the 
Out-patient Department proper. baie 
12.—The Provident Dispensary class could presumably 
be largely excluded if the inquiry systems were developed, 
and brought up to the Tevel of the best system now in , 
force at some Hospitals. The exclusion of this class from , 
the Out-patient Departments would require as a corollary _ 
the development of provident medical organizations out- .. 
side the Hospitals, but at the same time it would remove 
the chief obstacle to that development. 
13.—The use of the Out-patient Departments for ordi- . 
nary ailments by a class unsuitable by reason of.extreme , 
poverty is also proved by the statistics of the Hospitals - 
which exclude such cases. This class consists of two- 
grades : ; 
(4) Those actually in receipt of Poor Law relief, : 
estimated in Miss Roberts’s report-to the Poor 
Law Commission at 11 per cent. of all Out- 
patients. ; 
(ps) Those who are beyond the reach of charitable 
assistance and can. only be dealt with effectively — 
by the Poor Law. 


There is no reason to suppose that this class would not be | 
found amongst the Out-patients who are not .at present. 
subjected to a system of inquiry. The exclusion of the 
Poor Law class, where it is practised, is not the outcome 
of any desire to limit the sphere of Hospital usefulness, . 
but of the belief that it is a waste of the resources of a | 
Hospital to provide medical treatment for persons unable | 
to benefit by it for want of the ordinary necessaries of life. 
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14.—Above the Poor Law class, however, there is a class 
which, though not destitute, cannot profit by medical 
treatment unless it is supplemented by other forms of 
charitable assistance, but can profit when it is so sup- 
plemented. In such cases the resources of the Out-patient 
Department are wasted if the further assistance cannot 
be secured. To secure this assistance involves some 
organized co-operation between the Hospital and other 
charitable agencies. 

15.—It is desirable to secure a ready access to the Out- 
patient Department for patients who are under the charge 
of other medical agencies for ordinary ailments, but who 
require. the specialist diagnosis, advice, or treatment 
which can only be obtained by attendance at the Hos- 
pital. This can best be effected by means of organized 
co-operation between the Hospital and other medical 
agencies. : 

16.—To organize an Out-patient Department on these 
lines—distinguishing between the different classes of 
applicant, and co-operating with other medical and 
charitable agencies, both in referring patients to them and 
in accepting patients from them—demands the employ- 
ment of Inquiry Officers capable of something more than 
the mere prevention of abuse. Such officers already exist 
in the Hospital Almoners. — 

17. Further, such an organization of the Out-patient 
Department falls in with a just conception of the proper 


sphere of Hospital assistance in relation first to other | 


agencies for medical assistanco, and, secondly, to public 
charitable assistance generally, which is of comparatively 
recent growth. This conception is itself in fact part of the 
recent development of ideas on the proper function and 
methods of charitable and public assistance generally. 
This development, at first largely the work of the Charity 
Organization Society, has recently found more general 
expression in the formation of Councils of Social Welfare, 
and in the Majority Report of the Poor Law Commission. 
In connexion with Hospitals it has taken shape in the 
Almoner system, and in the growing support given to that 
system by Hospital Committees. 

18.—The extension of the Almoner system to cover all 
the Out-patient Departments is the readiest method of 
improving the means of inquiry, and of securing the 
co-ordination of Hospital assistance with other forms of 
medical and charitable assistance. It helps to exclude 
from the Out-patient Departments the class able to pay 
for medical attendance, the Provident Dispensary class, 
and the Poor Law class. It supplements Hospital 
assistance, where necessary, by the aid of other charitable 
agencies; and it encourages the reference to the Hospital 
by other agencies (including private practitioners) of cases 
needing specialist diagnosis, advice, or treatment. 

19.—A large number of witnesses have advocated an 
alternative plan by which access to the Out-patient 
Departments should, except in the case of thie first 
attendance of true casualties, be permitted only on the 
recommendation of some sifting agency external to the 
Hospital. The agency suggested is usually the general 
practitioner, either in private practice, or acting as 
medical officer of a Provident or Poor Law Dispensary ; 
but sometimes some more representative organization to 
form part of a general scheme of charitable and public 
assistance is mentioned. The chief arguments for this 
outside sifting are, first, the difficulty of turning away 
patients once allowed to come, and, secondly, the difficulty 
of inquiry with the large numbers who do come. But 
whatever may be the theoretical advantages of this 
alternative it would be preferable, at all events in the first 
instance, to try the development of the existing methods. 
For the alternative presents two initial difficulties. It 
would not be possible to close free access to the Hospitals 
or to entrust the sifting of patients to any outside agency 
until (1) some general conception of the functions of the 
Hospital in relation to other agencies had been sufficiently 
developed to be acceptable to the Hospital and to the 
public, (ii) some suitable agency had been devised or 
developed to which the sifting could be safely entrusted. 

20.—None of the agencies mentioned by witnesses, and 
likely to be available in the near future, provides 
adequately for all the requirements of such a conception 
and such a sifting agency. The Almoner system is 
‘doubtless itself defective at present in some respects, but 
it clearly meets in many points the needs of the case. 








_21.—One of the main objects of Out-patient organiza- 
tion should be to promote co-operation between the 
Hospital and general practitioners, so as to encourage the 


‘general practitioners to use the hospitals as consultant 


centres in difficult cases, and to avail themselves of the 
educational advantages of contact with the Hospital staffs. 

22.—The general adoption through the Almoners of 
co-operation with general practitioners would go far to 
remove the grievance which at present so often deters the 
private doctor from sending cases to Hospitals for a second 
opinion or for special treatment.. It would also be to the 
advantage of the Hospitals, for they would be enabled to 
fulfil their proper function of consultative agencies, and it 
would benefit the poor generally through the improvement 
of medical practice that would result from the frequent 
contact of the private doctor with the Hospital consultant. 

23.—The removal of the reluctance of the gerteral prac- 
titioner to send cases to Hospitals would also very largely 
temove the injury to medical education that might result 
from a reduction in the number of Out-patients, especially 
if arrangements could be made for the admission of Hos- 
pital students to the practice of Provident and Poor Law 
Dispensaries in suitable cases. 

24.—If Out-patient practice could be localized, e¢.g., by 
the reference of patients to the Hospital nearest to their 
homes, or by mutual arrangements for the allocation of 
different districts to different Hospitals, or otherwise, the 
organization of the Out-patient Departments on these 
lines. would be greatly assisted. The Hospital doctors 
would become better acquainted with the local general 
practitioners, and the Almoners with the local medical 
and charitable agencies. 

25.—It is most important that a& general uniformity in 
the principles and methods of Out-patient administration 
should be adopted in all the Hospitals of London. With- 
out this there would either be injustice as between one 
Hospital and. another and between one locality and another, 
or else the whole ayeow would be likely to relapse into the 
former condition of disorganization. 

26.—It is evident that a thorough system of Out-patient 
organization would involve a temporary increase in total 
expenditure and a permanent increase in the cost per 
patient—the first due to the cost of the Almoners’ Depart- 
ment and the cost of reporting to general practitioners, 
the second to the reduction of numbers and the more 
specialized character of the cases. But the same argu- 
ments which justify expenditure upon improved methods 
of medical treatment may be used to justify expenditure 
upon improved methods of charitable administration. 

27.—Out-patient organization on these lines would be 
greatly facilitated by the reduction of numbers to manage- 
able proportions which might be expected to ensue; 
especially if the system were put into operation simul- 
taneously with the establishment of fresh provident 
agencies on a large scale. 

28.—In making these recommendations we have not 
considered the possible effect of the National Insurance 
Act on the Out-patient Departments of the London 
Hospitals. It appeared to us that such an inquiry did not 
fall within the terms of the reference made to us; and 
further, that even if it did, an inquiry before the Act had 
come into operation would be of no real value. 

29.—We desire (in conclusion) to place on record our 
high appreciation of the work done by Mr. H: R. Maynard, 
who throughout the Inquiry has acted as Secretary. He 
brought to bear on the subject an extensive and accurate 
knowledge of Hospitals and their methods. He bas been 
indofatigable in providing and placing at our disposal the 
statistics required for our work. His suggestions have 
guided us to much of our most valuable evidence, and 
helped the course of our investigations. He has rendered 
invaluable assistance in collecting and shaping the 
material for our Report. It is hardly necessary to add that 
all this has been dune with a willingness and a courtesy 
that have greatly facilitated the task entrusted to us. 

Our thanks are also due to Mr. F..M. Fry for his 
constant. attendance during the Inquiry, and for his 
valuable assistance in framing the Report. 


re ' - MERSEY. 
H. L. STEPNEY. 


H. R. MAYNARD, 
Secretary, 
July 5th, 1912. 
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MEMORANDU™M 


EVIDENCE ON OUT-PATIENT DEPARTMENTS TO BE PLACED BEFORE THE SPECIAL 
ENQUIRY COMMITTEE OF KING EDWARD'S HOSPITAL FUND FOR LONDON, 


Introductory. 

1. The British Medical Association gladly avails itself 
of the invitation to give evidence before the Out-patient 
Enquiry Committee of King Edward’s Hospital Fund for 
London. From. its study of the Questions to which wit- 
nesses are’ desired by the Committee specially to direct 
their attention, the Association recognizes that the scope 
of the enquiry must include matters to which it has from 
time to time been compelled, in view of representations 
made by many members of the profession, to give most 
anxious consideration. ' eR 

2. The-Association submits, as desired, preparatory to 
the attendance of its witnesses, a Memorandu.n of the 
substance of its evidence. This Memorandum comprises 
aii indication of the position and authority of the Associa- 
tion, a general explanation of its views on the broader 
questions of public policy involved, and categorical answers 
to the Questions stated by the Committee of Enquiry. 


Constitution and Status of the British Medical 
‘Association. ° 

3. The British Medical Association is a voluntary 
Society, formed in the year 1832, membership of 
Which is open, subject to election, to any medical 
practitioner registered ‘in the United Kingdom. The 
Association has at present a membership of about 22,200, 
the total number of medic¢al practitioners shown by the 
current Medical Register being 40,558. Sy LE 

4. The Association is essentially a Federation of local 
Medical Societies called Divisions, which are grouped for 
cértain purposés into larger local bodies called Branches. 
The government of the Association is vested in a Repre- 
Sexitative Body which is composéd of delegates elected 
annually by the Divisions, and meets once a year, and 
oftener if required. The-Agenda of the Representative 
Body is discussed previously in Meetings of the Divisions, 
which ‘instruct their Representatives thereon, and every 
member is thus enabled to take part in determining the 
7, of the Association.’ =~ °° — ‘ 

5, This represeiitative constitution and ‘the large 
ftembership of the Association give it a status possessed 
by no other body for voicing the opinion of the medical 
professién in the United ‘Kingdom on questions of public 
policy such as are dealt with in this enquiry. “~ 


Previous Action of the Association: Evidence before 
: Poor Law Commission. : 
6. The question of the reforms necessary in the con- 
stitution and working of Out-patient Departments has 
been under the consideration of the Association for many 
years, and in connexion with former public inquiries the 
Association has given what assistance it could to enable 
those responsible for the investigation to form sound 
conclusions. In this connexion, the Association would 
specially mention the fact that this subject was included 
among those upon which the Association gave evidence 
before the Royal Commission on the Poor Laws and the 
Relief of Distress. As there is reason to believe that this 
evidence carried weight with the Commissioners it may be 
convenient at this point to quote from the (Majority) Re- 
port. of the Royal Commission the passage in which this 
subject is especially dealt with. 


' (Extract from Report of Poor Law Royal Commission.) 
7. The Royal Commissioners state (Majority Report, 
Part V, chap. 2): 


REVIEW OF THE SysTeEM or MeEpIcAL ASSISTANCE TO 
THE Poor. 
(f) Overlapping of Agencies Providing Non-Institutional 
_ .. Medieal Assistance. 
Par. 188. . . . We desire to drawattention to the question 


of what is the right sphere of the voluntary hospital in ‘| © 


regard to out-patients. This problem, in our opinion, lies 





atthe very entrance to any radical reform of the system of 
medical assistance. .. . ane : 

_ In the first place, the out-patient departments are dealing 
with a large number of cases for whose treatment the Poor 
Law authorities are, or should be, responsible.’ .’. . - 

In the second place, it is for consideration whether the 
Public Assistance Authorities should not also deal with the 
two following classes of cases which, at present, receive 
treatment from the out-patient departments : : 

(a) Persons who are suffering from chronic ailments. 

(b) Persons whose home conditions will not allow 
them to reap any commensurate benefit from such 
treatment. ; 


Tn the third place, the benefits. of the out-patient depart- 
ments are being extended to: r 
(a) The well-to-do who can afford to pay private 
practitioners. ; . 
(b) Persons - sufficiently able to join a provident 
institution. 

Par. -189. Until, therefore, the work of the out-patient 
department is delimited in such a way as to prevent over- 
lapping between-.its sphere and that of:the Public Assist- 
ance Authority, and to leave full scope for private practice 
and provident effort; any endeavour to reform the system 
of public medical assistance will ‘be locally thwarted. 
Indeed, all attempts to.create order out. of the present 
chaos will be disappointing. Even-in the interest of the 
out-patient departments themselves a reform appears to be 
expedient in order to secure the greatest benefits from the 
treatment which’ they so lavishly bestow, and to prevent 
those benefits from being abused by the well to-do. 
Suggestions for remedying the abuses of the out-patient 
departments have been laid before us by many witnesses, 
but by none more fully than the representatives of the 
British Medical Association. We are convinced with 
them that a strenuous effort should be made to circum- 
scribe the work of the out-patient departments. They 
should be uséd almost exclusively for :— 

(1) Casualties. 
(2) Consultations. Gy 
(3) Cases requiring expensive equipment for the 

_ treatment of special diseases and defects. _ 

To this end the ‘letter’ system should be thoroughly 
reforméd or abolished, and, except for casualties, the 
recommendation ofa medical officer or private practitioner 
substituted. ’ ; "teen ‘, ' . 


Steps taken to ascertain the opinion-of the Hospital 
Authorities generally. 

8. In addition to such public action as has been above 
stated, the British Medical Association has in recent years 
made efforts to obtain .a -consensus of opinion among all 
directly concerned in Hospital-work. With this object it 


| has taken the initiative in promoting Conferences of 


representatives. of Boards of Management of Hospitals, 
throughout the country, with representatives of the 
medical profession. At such.a Conference, held in March, 
1905, certain definite conclusions, based upon suggestions 
of the Association, were adopted, and a Committee was 
appointed which circulated these conclusions to all Hos- 
pitals throughout the country, invited their criticisms, 
and. requested them to appomt representatives to take 
part in a further Conference. At-a second Conference, 
held in December, 1906, to which 156 hospitals, including 
most of the leading Metropolitan Hospitals and County 
Hospitals in Eagland and Wales, appointed representa- 
tives, these conclusions were finally approved. With the 
assistance of the indications thus obtained of the views of 
Hospital Authorities throughout: the country, the Associa- 
tion has drawn up a statement of principles upon which 
in its opinion Hospital administration should be based as 
regards those aspects with which the medical profession 
is specially concerned, A copy of these principles, so far 
as they relate to the. administration of out-patient 
departments, is appended to this Memorandum. (See 
Appendix A.) 


’ Conferences of Representatives of Medical Staffs of 
Metropotitan Hospitals. 
9. For the purpose ef considering the application of 
these general principles to the special conditions of 
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Medical Charity in the Metropolis, the Association 
through its local organization in London, the Metropolitan 
Counties Branch, has within the last few months con- 
vened a Conference to which the medical staffs of all the 
Hospitals in London which receive — from the King 
Edward's Hospital Fund, or have Medical Schools, were 
invited to send Delegates. The. staffs of 38 of these 
Hospitals appointed representatives to take part in the 
Conference, the findings of which have received careful 
consideration in the preparation of this Memorandum. 

10. The Association is therefore able to submit its 
evidence to the King Edward’s Fund Committee with 
confidence that it is representing not only the opinion of 
members of the profession fully conversart with the local 
conditions prevailing in the Metropolis, but also the pre- 
ponderating opinion of those directly concerned, whether 
from the administrative or medical standpoint, in hospital 
work throughout the country. ; 


Action in Support of Reform. 

ll. The Association deems it’ proper to advert to 
another aspect in which the Committee of King 
Edward’s Hospital Fund may regard the position and 
action of the Association as specially meriting considera- 
tion—namely, in relation to the t of such reforms 
as the Committee may recommend being carried into 
effect. It is a matter of common experience that reforms 
recommended by important Royal and other Commissions 
and Committees, the desirability of which on public 
grounds is generally recognized, fail nevertheless to be 
carried into execution, partly because of the resistance of 
bodies or individuals interested; and partly because the 
reforms receive no organized support. The resistance 
mentioned may be due to the want of recognition of the 
desirability of the proposed changes, but it is also due 
‘frequently to a fear, on the part of some who recognize 
‘the desirability, that if such changes are made by some 
only and not by. others, those who carry them out will 
suffer in competition. 


are of the character deseribed.’ They are 
accordance with what has been recommended by suc- 
cessive Committees and Commissions who have investi- 
gated the subject from the standpoint of the public 
interest, including not least the Royal Commission on the 
‘Poor Law. But the Association has been definitely in- 
formed by at least one important London hospital that 
the Hospital authorities, while recognizing the intrinsic 
desivaLility of certain p Is of the Association, fear 


that it would be prejudicial to the interests of the Hospital . 


tacarry them into effect unless all other Hospitals of a 
like character could be induced to make the same changes 
simultaneously. If, as the result of the present inquiry, 
the King Edward’s Hospital Fund should, on the recom- 
‘mendation of the Special Committee, throw its powerful 
influence on the side’ of such reforms, the Association 
believes that the Fund could rely upon receiving effective 
-support from the medical profession, through the organized 
-and steady co-operation of the large majority.of the 


members of that profession, both in the Metropolis and 


throughout the United Kingdom. 


General Review of Out-patient Reform. 

12. In presenting, as must be done in this Memorandum, 
a cl 4 review of the existing conditions of Out-patient 
‘Departments at the Metropolitan Hospitals, of the causes 
which underlie the present unsatisfactory state of affairs, 
and of the methods of reform by which such causes can 
be overcome, the Association recognizes that the arrange- 
ments at the different Hospitals vary very greatly, and 
that individual institutions: may npt ‘improbably contend 
that the general principles. stated and reforms-advocated 
are inapplicable to their respective cases. The Associa- 
tion would submit, however, that its recommendations are 
‘capable of being applied in detail to every Out-patient 
_Department, provided that the will to apply them is pre- 
sent, and whether the existing defects are already firmly 
established or only in'an early stage of development. 


Preliminary Definition : the terms “ Casualty” and 
“ Out-patient.” 
13._A preliminary definition of terms is necessary. 
The separation at certain Hospitals of the cases which 


The Association has reason fer . 
believing that the reforms advocated in this Memorandum . 
enerally in 





are treated without being admitted to the wards into 
two groups of “Casualties” and “ Out- ts,” may, 


Ne ee waste of time 
n the present enquiry. It would appear that originall 
the term “ Casualty” was intended i Sichpaanen neck 


dent or sudden illness presenting such acute ms as 
to require immediate surgical or medical rains It 
might be: supposed that a “C. Department ” dealt 
with such cases only, but in many Hospitals this is by no 
means the fact. Unclassified cases; cases that come each 
morning before a certain hour, often in large numbers, 
and are not selected a: technically “ Out-patients” (twelve 
hundred is the number stated as.attending on certain 
days in this way at one large Hospital); cases that come 
at alto i -hours ; cases that are too trivial to 
be sent to the “Out-patient” Departmeni, and cases, on 
the other hand, that are too seriously ill to be sent to that 
Department; cases which the Casualty Officer would 
himself like to see again; cases, rally, that are 
treated by the resident staff and not by the visiting staff; 
all these, in varying proportions, according to the par- 
ticular arrangements of the individual hospital, make up 
the “Casualty” Department. The number attending in 
the “ Casualty” Department generally varies inversely as 
the number attending the ‘“ Out-patient” Department 
proper, and it has. invariably been found.that the former 
Department becomes the more crowded, and the more 
resistant of order and control, in direct proportion to. the 


firmness with which the regulations are enforced for the 


proper selection and restriction of the cases admitted to 
the Out-patient Department, officially so-called. 

14. The importance in this investigation of the relation 
between the “ Casualty” and “ Out-patient” Departments 
of Hospitals will readily be recognized. It is mentioned 
at this point with the object of stating, at the outset of 
the evidence of the Association, that throughout that 
evidence the word “Out-patient’”’ must, except when 
otherwise clearly indicated, be taken to mean any patient 
treated at a. Hospital who is not occupying a bed in one 
of the wards, and the words “ Out-patient Department ” 
must be understood, in the evidence, as including any 
room or place where such patients are received, either for 
preliminary investigation or for diagnosis or treatment. 


A Reformed: Out-patient Department. 

15. The views of the Association on the general subject 
of reform of Out-patient Departments can perhaps be 
indicated most clearly by a statement of the coneeption 
presenting itself to the Association of the organization of 
an QOut-patient Department fulfilling its proper purposes 
for the benefit of the community in a great city like 
London. For the explanation of this conception it is 
necessary, first, to make some observations on the general 
question of the relation of Hospitals to other 
agencies for the relief of the poor. 


Existing Confusion as to Scope of Medical Charities 

including Out-patient Departments. 

16. The Royal Commission on the Poor Law has 
demonstrated the evils of overlapping of such. agencies 
with consequent waste of money, waste of effort, and 
general inefficiency, which have flowed chiefly from the 
past want of clear thinking upon this subject, and of 
proper co-operation among those concerned. The Associa- 
tioa states, therefore, propositions which may appear to 
the Committee to be obvious, in order, if possible, to secure 
that firm foundation of a common understanding as to the 
meaning of terms and fundamental principles without 
which progress in this matter seems unattainable. The 
Association assumes that the object of a Hospital or other 
Medical Charity is to provide special medical and surgical 
treatment for those who cannot meet the cost of such 
treatment out of their own resources. The provision for 
such treatment is made partly by subscribers and donors, 
who furnish the resources neccessary for meeting the cost 
of buildings, material, equipment, and paid staff, and 
partly by the Honorary Medical Staff, who undertake 
gratuitously, or for a nominal honorarium, the actual 
treatment of the patients. In considering the question of 
overlapping it is to be observed, first, that many persons 
who cannot afford the cost of their own treatment and 
may, therefore, properly in many cases be treated at 
Hospitals, are also able, under certain conéitions, to 
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obtain treatment at the public expense through the Poor 
Law Authorities, Sanitary Authorities, Education Autho- 
rities, and other public bodies; secondly, that many 
persons who cannot afford to obtain, at their own expense, 
treatment requiring special medical or surgical skill, can, 
nevertheless, afford to pay for their own treatment in 
ordinary illnesses; and, thirdly, that many persons who, 
under existing condttions, find themselves unable to pay 
for the cost of medical attendance at the time when need 
arises, could have made provision for the purpose through 
provident or insurance agencies had the necessary facilities 
been afforded, or had they availed themselves of such 
facilities as exist. Through a want of common under- 
standing, and a consequent want of co-ordination of effort, 
among all concerned, all the various agencies have over- 
leueet and cases which, had any such understanding 
existed, would certainly have been treated by one, have, in 
fact, been treated by another, and not uncommonly by two 
or more atthe same time. The burden of treatment has 


been thrown to an excessive degree upon medical charities, ; 


which have experienced the greatest difficulty in obtaining 
the financial resources necessary to carry on their legitimate 
work. The development of providentvor insurance agencies 
for the provision of medical treatment has been greatly 
retarded, especially in London, and particularly through 
the operations of the Out-patient Departments. 


Suggested definition of general scope of Out-patient 
Department. 

17. The Special Enquiry Committee may possibly con- 
sider that it is beyond its province, when dealing with the 
one subject of the reform of the Out-patient Departments 
of London Hospitals to attempt to lay down a precise 
definition of the proper sphere of medical. charity in 
this country among all the agencies for the provision 
of medical attendance. The Association trusts, however, 
that the Committeo will recognize that such action as 
may be taken by the King Edward's Hospital. Fund 
on their recommendation, with respect to the work of Out- 
patient Departments, is not unlikely to have a profound 
influence in advancing or retarding a satisfactory solution 
‘of the general question.- It may, therefore, be thought 
desirable to adopt, at all events for the purpose of the 
present enquiry, a provisional definition of the proper 
sphere of the Out-patient Department, both in its relation 
to other agencies for affording medical relief at the expense 
of others than the persons treated, and also in its relation 
to those agencies through which persons at present obtain 
treatment at theirown expense. As a contribution towards 
such a definition the Association suggests (i) that the Out- 
patient Department should not afford treatment of a 
kind which the patients requiring it can obtain at their 
own expense by joining a provident medical organization 
if in no other way; (ii) that the treatment of cases which 
do not require special medical or surgical skill should be 
regarded as outside the province of Out-patient Depart- 
ments, and should be left, according to the means of the 


patient, either to private medical practitioners, to pro- | 
vident medical organizations, or to the Poor Law, the’ 


Education or other public authorities. 


Organization of Out-patient Departments. 
18. Bearing this definition in mind the Association 
suggests the following scheme for a reformed Out-patient 
Department. 


Staff and General Equipment. 
19. Attached to a hospital where scientific medicine in 


all or some of its various branches is being practised, and ' 


where all kinds of investigations for the improvement of 
treatment’ are being carried out in ‘the interests of the 
patients, the Out-patient Department should be able to 
attract to its staff men of high professional attainments 
willing to restrict their work to-certain branches of prac- 
tice. This staff should have put at their disposal the use 
of all necessary scientific apparatus and appliances, the 
help of qualified practitioners and medical studénts, the 


assistance of trained laboratory and clerical staffs, and 


the co-operation of the resident medical officers. 


. Selection of Cases. 


20. A Department thus equipped- should be placed in’ 


a position to deal in orderly sequence with a strictly 





limited number of.cases which have. already been care- 
fully selected by medical practitioners as needing, and as 
likely to be benefited by, such skilled investigation and 
treatment as the Department affords. Such selection will 
doubtless be carried out in part by special officers of the 
institution. If, however, the hospitals, through. their 
Out-patient Departments, are to take their proper place in 
the general scheme of agencies affording medical care to 


the section of the community concerned, they must avail 
themselves systematically of the co-operation of medical 
practitioners outside their own walls—namely, of those 
private practitioners, officers of provident medical organi- 
zations, or medical officers of public authorities, under 
whose care the patient. would be when not receiving 
treatment from the hospital itself. 


Co-operation in Treatment. 
21. Every case thus dealt with in an Out-patient 
Department should, at the same time, be under the pro- 
fessional care of some independent medical practitioner 
who is (i) cognizant of all that is being done for or learnt 
about his patiert at the hospital, (ii) able to carry out any 
treatment that may not, in the opinion of the Out-patient 
Staff, necessitate attendance at the hospital, and (iii) pre- 
pared to give such treatment in the patient’s own home 
if found advisable. 


Criteria of Admission. 

22. To such a Department the admission of a patient 
should be determined by the following criteria: first, that 
some medical practitioner who is not attached to the hos- 
pital but co-operating with the hospital authorities, and 
who is in medical charge of the case, vouches for the need 
of further professional advice or treatment; second, that 
the hospital authorities have ascertained by enquiry of 
their own that the patient is unable to provide such advice 
and treatment at his own expense; third, that the advice 
and treatment is of a kind which the Out-patient Depart- 
ment is in a position to supply. 


Benefits to be Expected from the Proposed Reforms. 

23. Such a system of organization of Out-paticnt 
Departments, co-operating with external agencies, both as 
regards selection of cases for admission and as regards the 
continuous treatment of the case in the hospital. and out- 
side, would, in the first place, secure the maximum benefit 
to the patients. Under the present system the condition 
in respect of which a patient receives treatment at a 
hospital is dealt with in the institution in many respects 
as though it were an isolated episode in his life, bearing 
no relation to his past or his future physical career. To 
such a degree is this carried that.often there is no prac- 
tical recognition of the fact that the condition treated in 
the Out-patient Department forms merely an incident in 
a continous illness. As a necessity for the scientific treat- 
ment of discase, as well as for other reasons; those who 
treat the case at the Institution should be in the closest 
possible touch with those who are to carry.on the treat- 
ment elsewhere. Not only, however, would the rearrange- 
ments recommended by the British Medical Association 
be thus advantageous to the patients, which, of course, is 
the matter of primary concern—they would also tend to 
fulfil the sécondary, but important, object of affording 
more valuable experience and more sound instruction to 
all those who come in contact with the case at’ the 
hospital. Lastly, such arrangements would keep members 
of the medical profession outside the hospital in touch 
with the most modern scientific methods of diagnosis and 
treatment, and by thus increasing their professional 
efficiency and adding to the ‘scientific interest of their 
daily work, would tend to the benefit of all their patients 
and of the community as a whole. ~ 


Explanations of Existing Defects. 

24. That this ideal is very far from being realized will 
be made clear to the Committee by many witnesses. 
Existing conditions will doubtless, however, be defended 
by some who will put forward various explanations, such 
as have been urged in the past, concerning the necessity 
for maintaining that system of free access to the Out- 
patient Department by all patients demanding its services, 
which has led to the present condition of ‘overcrowding 
with unsuitable cases and the associated evils, 
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Use of Department as an Advertisément for obtaining "* 


Ped, Subscriptions. _ 
25. From the point of view of the Hospital Manager, 
endeavouring to attract subscriptions, it will perhaps be 


urged thes the ability to advertise that “ No-sick person is. 


ever turned from the doors,” and to publish statistics of 
Out-patient attendances in tens or hundreds of thousands 
per annum, is necessary to gain financial support.~ ~~ 


Use of Depariment as a Field for Selection of Instructive 
Cases. 

26. From the point of view of the In-patient Staff it will 
not im y be urged that the enormous Out-patient 
and Casualty attendance forms the best ground from 
which instructive cases for admission to the wards can be 
selected, whilst the Staff of the “Out-patient” Depart- 
ment proper will point to the crowded “Casualty” 
Department as the means of providing a selection of cases 
for affording clinical instruction for the students. 


Use of Department for Necessitows (ases of Ordinary 
Iliness. 

27. Even medical practitioners outside the hospital, 
who are keenly alive to the evils of hospital ‘abuse by 
patients able to pay fees, may, nevertheless, by implica- 
tion if not avowedly, maintain the necessity of an Out- 
patient Department carrying on the continuous and 
independent treatment of ‘all’classes of poor patients, in 
order that to it may be drafted those patients who, after 
long illnesses, become unable to continue payment for 
private medical services, and those club patients whose 
prolonged treatment -has become a difficulty to the club 
doctors. 


"Replies to Foregoing Arguments. 


28. The argument of the Hospital Managers, stated in 


paragraph 25, rests entirely on the imperfect education of 
the public as to the actual working and needs of hospitais. 
There would be no permanent falling off of subscriptions, 
but rather the reverse, under the new system, after it 
became clear to the public, from the pronouncements of 
an independent authority (as, for example, from the result 
of the present inquiry) that although the aggregate 
number of ‘attendances of ‘patients recorded in the books 
of the Hospital. Was reduced, the actual work of the 
Hospital was in fact enhanced, both in amount and 
efficiency, by the change. Any temporary falling off in 
public subscriptions, such as might at first ensue, would 
be more than compensated for by the increased sympathy 
of private practitioners, who can, and do, often exercise 
considerable influence with well-to-do members of the 
community who desire their advice as to suitable medical 
objects to which'to devote their subscriptions. 

29. As to the argument from the point of view of the 
Medical Staff, the Association beliéves that the number of 
cases meriting the attention of the specially skilled staff 
of a hospital, and available for treatment by them, would 


be increased by the more satisfactory system of selection — 


herein proposed. As regards the opportunity afforded in 
hospitals having medical schools for the instruction of 
students in cases of ordinary illness, such as they may be 
expected to have to deal with in general practice, such 
instruction could be given more satisfactorily in provident 
dispénsaries if suitable arrangements were made with 
them. Instruction given there would have the collateral 
advantage of benefiting also the medical officers of the 
provident dispensaries. : 

30. Concerning the treatment of those who at present 
come to hospitals, not because their cases require special 
medical or surgical skill, but because, having come to the 
end of their resources, they can no longer afford to pay for 
ordinary treatment, the question is one of proper organiza- 
tion of the agencies outside the hospital which afford 
medical relief. The chief reasons why such organization 
has not been satisfactorily developed is because, as the 
Poor Law Commissioners have pointed out, it has been 
choked by the competition of the Out-patient Depart- 
ments. ike os oa 

31. Thus, whilst’ recognizing that the considerations 
above stated have béen chiefly responsible for bringing 
about the existing cofdition, the British Medica] Associa- 
tion would maintain that thé unchecked influence of such 
considerations defeats the objects which those actuated by 








them have had:in_ view. The résulting overcrowded, 
departments make the best work impossible; they bring. 
‘discredit upon the’ institution, which must ultimately 
lessen financial support; they introduce real dangers, 
physical and moral,’ to“ the patients attending; they. 
alienate“ the yes pen of the general body of medical 
practitioners, from whom, if proper co-operation were 
encouraged, a constant supply of suitable cases would be. 
forthcoming; and they entirely prevent or check the 
development of various forms of provident medical 
agencies, such as in other parts of the country are 
successfully organized by the medical professicn, but 
have been found very difficult to promote in London. _ 

32. The Association would lay special stress upon the 
influence of the Out-patient Department in checking the 
development of other agencies for providing ordinary 
medical treatment for patients of the class which might 
reasonably look to the Out-patient Department for pro- 
viding further assistance on special occasions. A vicious 
circle has now been created in many parts of London, to. 
escape from which the help of some such body as King 
Edward’s Fund is required. On the one hand, the 
hospitals are unable to refuse direct access to unselected 
trivial cases because provident dispensaries or public 
medical services do not exist in sufficient numbers to deal 
with the large proportion of such patients who are unable 
to pay private practitioners. On the other hand, it is 
impossible to promote, with any prospect of success, 
agencies based on the provident system, in face of the 
competition of Out-patient Departments carried on as 
at present. 

33. This consideration will make some interim arrange- 
ment necessary before it becomes possible to secure in full 
working the ideal Out-patient Department as indicated . 
above. 

34. The consultative and independent forms of Out-. 
patient practice might for a time be carried on side by 
side, whilst, if a clear indication were afforded that after 
a certain date the independent system would be abandoned, 
opportunity would be afforded and encouragement given 
for the development of provident or insurance systems 
outside the hospital. In the interval it would probably be 
desirable, by putting obstacles in the way of independéné 
access, to encourage patients to seek, of their own 
initiative, the advantages of a consultative system. All 
patients coming without professional recommendation 
should be submitted to complete methods of inquiry into 
economic fitness and into former efforts to obtain advice, , 
whilst to the consultative cases priority of attention and 
facilities for making definite appointments should be 
afforded. | , io 

35. In drafting the answers to the questions submitted , 
by the Committee of Enquiry the agree | of these two 
forms of Out-patient practice existing side by side during . 
a limited period has been before the Association, and must 
be taken into account in order to avoid an occasional , 
appearance of contradiction. 

6. The Association would draw attention separately to . 
three questions affecting the administration of Out-patient 
Departments to which reference has not been made in the 

general review of the subject contained in the foregoing 
paragraphs. These are (i) the employment of almoners; 
(ii) the use of subscribers’ letters, and (iii) the system of 
making charges to Out-patients. 


Employment of Almoners. 

37. The Association has already indicated its opinion 
that, quite apart from the assistance given by outside 
medical practitioners in the selection of suitable patients, 
the hospital should make enquiries of its own into the 
economic fitness of applicants for Out-patient treatment. . 
For this purpose the employment of suitably trained 
and competent almoners in sufficient numbers is essen; , 
tial. With a view to securing such competence, and 
securing also uniformity in the application of, tests. 
as to economic fitness. at the various hospitals in the . 
Metropolis, it appears to the Association that. some. , 
uniform central system: of training..and. testing the 
suitability of persons for the office should be adopted. It 
must at the same time be, recognized that the work of 


1 ‘Almoners will not entirely meet the.difficuluy.. The nbuse 


of Out-patient Departments has continued to increase at 
some hospitals at which Almoners have been appointed. 
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In New York the Board of Charities prosecutes persons 
who obtain medical or surgical treatment on false repre- 
sentations as to their means. If every applicant for 
treatment were compelled to sign a sufficiently definite 
statement as to his financial circumstances, and if pro- 
secutions were undertaken in flagrant cases of false 
statements, abuse would be materially checked. 


Subscribers’ Letters. ; 

38. The use of subscribers’ letters has been abandoned 
by most of the principal hospitals in London, but is still 
maintained by. many of the smaller institutions. The 
admission of patients on the sole recommendation of 
subscribers is entirely inconsistent with the principles 
advocated in this Memorandum. Conferences of repre- 
sentatives of hospitals, and the replies of hospitals to 
the inquiries addressed to them by the Committee 
of those Conferences in 1905 and 1906, show that 
the majority of those responsible for hospital adminis- 
tration recognize the great objections to tbe system, 
and hospitals have stated definitely that they retain 
it only because they see no way of recouping them- 
selves for the serious loss of income which they 
anticipate would be the immediate result of the discon- 
tinuance of the system. Although the example of the 
Bolingbroke Hospital, in which no falling off of subscrip- 
tions ie resulted from the abolition of subscribers’ letters, 
may be taken as showing that such fears are illusory, 
nevertheless they still exercise powerful influence. With 
the help of the King Edward’s Hospital Fund this difficulty 
could in London be entirely overcome, and the Association 
ventures to hope that the Special Enquiry Committee will 
include, among its recommendations to the Fund, one for 
the discontinuance of subscribers’ letters for the admission 
of Out-patients, and for giving any necessary financial 
assistance to Hospitals which abandon the system until 
the first effects of such discontinuance have passed off. 


, Payments by Hospital Patients. 

39. Attention must be drawn to a practice which is 
fortunately not vniversal, but tends to become more 
common, that, namely, of charging patients either for 
treatment or for materials supplied. In many of the 
special hospitals a small charge is made for actual treat- 
ment. Such payment is not unnaturally, and perhaps in 
some cases not unreasonably, regarded by the patient as 
the pecuniary equivalent of the services rendered to him. 
Thus the so-called charity, subsidized by contributions 
of subscribers and central Hospital Funds, and enabled 
thereby to charge fees similar to, and even lower 
than, those charged by private practitioners, enters 
into direct competition with them for paying patients. 
Some such institutions actually advertise in a way 
which can only be regarded as intended to attract not 
charitable subscribers but paying patients. Even in some 
of those hospitals which do not avowedly charge for treat- 
ment a small charge is made for medicines, and for other 
materials supplied. Such a system is tantamount to 
making the charity one given solely by the honorary 
officers, the institution relieving itself as far as possible of 
any charge upon its funds. Yet the very numerous 
patients who are charged in this way, and constitute little 
if any burden upon the hospital funds, are included indis- 
criminately with all other patients in compiling the 
statistics of persons treated at the Institution which are 
used as a basis of appeals for subscriptions. Such a 
system appears to the Association to be both unfair to the 
medical profession and unsound from the standpoint of 
public policy. The argument advanced in its favour is 
that it affords an inducement to thrift. Its operations, 
however, are in actual discouragement of the true thrift 
of the -patient who endeavours to pay not only for his 
medicines but also for the professional services of which 
he obtains the benefit. In other words, these payments 
are diverted from the truly provident organizations to 
which they would otherwise be paid. The Association 
entirely agrees that all those who can afford to pay any 
part of the cost of their treatment should be encouraged 
to meet such cost, but such payments should be made to 
properly organized provident institutions working in 
co-operation with the charities. No charge should be 
made by a charity to a patient in consideration of treat- 
ment given. 





ANSWERS ‘TO THE SPECIFIC QUESTIONS 
STATED BY THE OUT-PATIENT ENQUIRY 
COMMITTEE. ; 


(NOTE .—The Association has not attempted to compile statistics 
in. support of the statements of fact contained in the following 
answers to questions. The fullest possible evidence as to the 
existence of overlapping and abuse is afforded by the Reports of the 
Royal Commission on the Poor Law, and to attempt to collect the 
same material again would be a waste of labour. The main facts 
are not seriously controverted except in so far as the authorities. of 
any given hospital may contend that what they regard as abuse 
does not exist to an appreciable degree at their own institution. 
Evidence will doubtless be given before the Committee by many 
members of hospital staffs as to their own experience of the effects of 
the existing system on the work of the Out-patient Departments, and 
by private practitioners as to the effect, as observed by them, 
upon the public. The Association will nominate a number of 
individual witnesses, both members of hospital staffs and medical 
practitioners, who will be glad to give evidence of these kinds.) 


QUESTION 1.— What classes of persons should be 
considered to be suitable for admission (whether as 
casualties, general out-patients, or special out-patients) 
to the Out-patient Departments of the London Yoluntary 
Hospitais ? 


Casualties. 
ANSWER: 


1 (a). Under the head of “Casualties” should be 
admitted only cases of serious accident and of sudden 
severe illness, and such cases should receive in the Out- 
patient Department “ first aid” only, .e., such immediate 
treatment as the emergency demands. 


Other Cases. fF 

1 (6). Apart from casualties, a patient should not be 
admitted who (i) is not accompanied by a medical prac- 
titioner, or does not bring a recommendation from one, 
stating that the case is, in his opinion, suitable medically 
and economically for investigation or treatment at the 
hospital, and that he would resume the care of the 
patient; or (ii) does not sign a form giving sufficient 
particulars of economic position to satify the Almoner that 
he is unable to pay for adequate treatment. The prac- 
ticability of such a procedure is exemplified by the 
Regulations laid down by the New York Board of Chari- 
ties which have been in operation for a number of years. 
(See Appendix B.) 


QUESTION 2.—What should be the relation of the hos- 
pitals (in respect of the admission of out-patients) to 
other agencies for the treatment of disease, e.g., 


(a) Medical practitioners, 

(b) Providenc dispensaries, 

(c) Ocher voluntary hospitals. 

(d) Free dispensaries. 

(e) Other charitable or provident agencies, 
(f) The Poor Law, 

(g) Other public authorities. 


ANSWER: 


2 (a) To Private Medical Practitioners. 

The relation of Hospitals (in respect of the admission of 
Out-patients) to private medical practitioners should be 
that of affording a means whereby patients under the care 
of such practitioners may obtain gratuitously the advice 
of specially skilled physicians or surgeons, or inyestigation 
or treatment of a special kind, for which they are unable 
topay. ‘he private practitioner should be regarded as 
still responsible for the care of the case, and the medical 
staff of the institution should act in co-operation with him. 
Continuous treatment, of a kind which the ordinary 
medical attendant can give, should not be given in the 
Out-patient Department. 


2 (b) To Provident Dispensaries. 

The same relations should exist between Hospitals and 
medical officers of Provident Dispensaries as between Hos- 
pitals and private practitioners, as stated in the answer to 
Question 2 (a). : 


2 (c) To other Voluntary Hospitals. 
The relations of a Hospital to other Voluntary Hospitals 
should be regulated by the adoption of uniform rules of ad- 
mission of patients and of a definite system of co-operation, 
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so that (i) a patient who has been refused treatment 
at one hospital on the ground that, economically or 
medically, he is unsuitable-for hospital treatment’ shall 
not' be admitted to’ another; (ii) that cases which a Hos- 
pital is unable to treat through the Department being 
already fuil, or which require treatment of a kind that 
can more suitably ee at some other Hospital, shall, 
with the least possible delay, be referred to, and enabled 
to obtain treatment at, the institution best adapted to 
their requirements. 


- 2 (d) To Free Dispensaries. 

Free Dispensaries should be regarded as analogous in 
their character to Out-patient Departments of Hospitals, 
aud the relations of any Hospital Out-patient Department 
to a Free Dispensary should be the same as to the Out- 
patient Department of another Hospital. 


2 (e), To other Charitable and Provident Agencies. 

The questions of the relations of Hospitals to other 
“ charitable,” and to other “ provident,” organizatious are 
most conveniently considered separately; and as regards 
charitable ~ institutions, a distinction must be ‘made 
between (i) those, such as Convalescent Homes, Sana- 
toriums, or Epileptic Colonies, which provide treatment, 
(ii) Societies which exist forthe provision of mechanical 
appliances or other material requirements, and (iii) the 
Charity Organisation Society and similar bodies which 
exist for the co-ordination and provision, of charitable 
relief of all kinds. 


Charitable Organizations, 
(i) Sanatoriums, ete. 

The machinery of reference of patients to such institu- 
tions should be through the private practitioner, or 
medical officer of a provident organization, who has care 
of the patient. The Out-patient Department should be 
prepared to advise as to the kind of institution to which 
the patient should be sent. 


(ii): Societies for Supplying Material Requirements. 

To facilitate the work of such Societies, the Hospitals 
should co-operate with them in supplying what the 
patient requires, or should give the necessary advice and 
infurmation to the medical attendant. 


(iii) Charity Organization Society and Similar Bodies. 

The hospital should obtain such co-operation as it needs 
from such organizations in securing that the objects of the 
charity are properly carried out and that its resources are 
not misapplied, and should also co-operate with such 
societies in order that proper provision may be made in 
suitable cases for affording relief. supplementary to that 
of the hospital. 

Provident Organizations. 

The hospitals should co-operate with the medical 
officers of Friendly Societies, Works’ Clubs, Medical Aid 
Societies, and other provident medical organizations, in 
the same manner as with the medical officers of Provident 
Dispensaries or with private medical practitioners. 


2 (f) To the Poor Law (as at present constituted). 
The Hospital should undertake, under existing condi- 
tions, the treatment of those Poor Law cases only which 
require the advice of specially skilled physicians or 
surgeons, or special investigation or treatment of a kind 
which the Authority cannot itself supply. All the arrange- 
ments should: be made by or through the Poor Law 
Medical Officers, namely, the district Medical Officer of 
the district in which the patient resides, or the Medical 
Officer of the Institution in which he has been previously 
an inmate. The relation of the Out-patient Department 
to such Poor Law Medical Officers, as regards the admis- 
sion of Out-patients, should ‘be the satne as to: private 
medical practitioners or to ‘medical officers of provident 

organizations. : ' 


2 (g) To other Public Authorities. 
The relation of the: Hospital to otlier public Authorities 


giving medical. ‘relief should be ‘the‘same ae tothe: Poor 


Law Authority as described im 2 (fi 1 ybat 








QUESTION 3.-To what extent do the hospitals at the 
present admit suitable cases and exclude unsuitable 
cases ? sa of< . : , . * s 
ANSWER? : ‘ 

5. Proper methods of selection, with a view to the ad- 
mission of suitable:cases, and the exclusion of the unsuit- 
able, are in operation only to: a very small extent: The 
consequence is that in the large majority of the Hospitals 
the Out-patient and Casualty Departments are over- 
crowded with unsuitable cases, while suitable cases are 
deterred from seeking admission. : 

Not the least evil resulting from this defect is the 
spreading of infectious disease by the close aggregation in 
the Casualty and Out-patient rooms, often for hours ata 
time, of people awaiting attention who ought not to have 
been admitted. 3 hte ; 

It not infrequently occurs that cases of Ringworm, 
Scarlatina, Measles, Diphtheria, and Small-pox are ad- 
mitted to such rooms, and remain there for somé time 
before they are seen by one of the Staff and the nature of 
the case detected. ‘ 

At two Hospitals, the Bolingbroke and the New Dread- 
nought Hospital, Greenwich, the plan of consultations, in 
the . ase of Out-patients, with certificate of'a private prac- 
titioner has been adopted, has prevented abise, has 
created cordial co-operation between tlie staffs and general 
practitioners in the neighbourhood of these Hospitals, and 
thus ensures that the practitioners in charge of ‘suitable 
cases experienve no reluctance in introducing them to the 


Out-patient Departments. ~- . ’ 


QUESTION 4.—To what extent do the relations which 
shuld exist between the out-patient depa and 
other agencies for the treatment of disease exist at 
present ? 
ANSWER : 

4. Speaking broadly, the relations which should exist 
between Out-patient ments and other agencies for 
the treatment of disease t to be based on the principle 
of co-operation; practically they are to-day in most 
instances based on the principle of competition. Relations 
based upon co-operation exist to a very small extent, and 
the degree to which they prevail seems to be in proportion 
to the degree to which the competitive element can in 
special instances be eliminated. iad i 

(a) As far as private medical practitioners are con- 
cerned, cases are sent for consultative purposes to the 
Out-patient Depa: tments more freely by those resident 
some distance from the hospital than by those in its 
immediate neighbourhood. Some cases sent to hos- 
pital Out-patient Departments in London come from 
provincial towns where there are hospitals of excellert 
repute. 

(6) Except in the case of hospitals having special 
provident dispensaries attached to them, only a.small 
proportion of out-patient cases are received for second 

‘ opinions from such dispensaries. The glamour of the 

hospital and the absolutely free treatment under- ° 
mine the loyalty of the patients to their provident 
institution. 

(c) Co-operation between the Out-patient Depart- 
ment of one voluntary hospital and another is con- 
spicuous by its absence. Obviously, to send on cases 
from one hospital to another on the ground of ex- 
cessive work would arouse at the second hospital a 
suspicion that the cases were uninteresting or in some 
other way unsuitable. Superfluous work is dealt with 
by trusting that the patients will be tired out by long 
waiting, or, alternatively, by putting on an additional 
medical officer or clinical assistant to deal with the 
excess. ‘The other co-operative relation, of referring 
cases of special diseases to special hospitals, or cases 
of non-special diseases to other hospitals; is rarely if 
ever resorted to. : Er 

(d) The conditions of attendance at free dispensaries 
and Out-patient. Departments are so similar that any 
recognition by the staff of the free dispensary that 
more skilled advice could be obtained at the Hospital 

would be fatal to successful competition. If casés'are 
* ever sent it is im hope of ‘securing @2mission to ‘the 
‘ Inpatient: Department, or’ because’ thie ‘distance’ be- 
-- tween the two institutions is‘so great that competition 
“ean be neglected: soci mas siti lesen ties 
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(e) Other charitable agencies and other provident 
agencies are more conveniently treated separately. 


art Charitable Agencies: 

With regard to other charitable or provident 
agencies in which the treatment of disease is only a 
subsidiary feature proper relations more frequently 
obtain. Charity Organization Committecs not 
varely send cases to the Out-patient Departments 
for expert opinions as to the ideal method of treat- 
ment or as to ultimate prognosis. Reciprocally, 
cases attending the Out-patient Department and 
necding charitable assistance other than medical 
are occasionally referred to the Charity Organiza- 
tion Society, or other charitable agencies. The 
press of work in the majority of Out-paticnt 
Departments makes it extremely difficult to carry 
out this work of reference effectively, and the 
Almoner who recognizes the value of such work 


is generally precluded from putting it in practice |. — 


by the stress of special duty of endeavouring to 
chock the attendance of patients economically unfit 
to receive the benefits of the charity. 


Provident Agencies. 

The. velatians which, in the opinion. of the 
Association, should prevail between Hospitals and 
such organizations as Friendly Societies, Works’ 
Clubs, and the like, do not at present exist. The 
laxity of the rules of admission to Onut-patient 
‘Departments affords a great inducement to medical 
officers of Friendly Societes, and similar bodies, to 

" yeliéve themselves, at the expense of the Hospitals, 
of giving prolonged and perhaps irksome medical 
attendance, which strictly they are under contract 
to provide. A satisfactory. adjustment of respunsi- 
bilities between medical officers of provident organi- 
zations and medical charities is unattainable so long 
as the doors of the Out-patient Department ‘are 
thrown so widely open as at present. 


(f) and (g) Co-operative relations between the Poor. 
Law and other Public Authorities and Out-patient | 


Departments can hardly be said at present to exist 
at all. 


Q UESTION 5.—Do any, and if so, what, undesirable effects 


of others in similar condition renders effective re- 
examination extremely difficult to carry out." 

(b) Many cases attending Out-patient Departments 
receive more harm from their weekly journeys to and 
fro than can be compensated for by such advice, 
medicine, or surgical treatment as they obtain. The 
competition of the hospital prevents the development 
of provident institutions providing domiciliary treat- 
ment for such of their patients as need it, though the 
hospital itself gives nothing corresponding to it, except 
actual admission to its wards, and this it cannot pos- 
sibly give to all those Out-patients who arc too ill 
safely to trayel to and fro. Any attempts to dissuade 
such patients from attending are met by assurances 
that they cannot possibly afford to pay for medical 
advice and urgent entreaties to he saved from the 
necessity of applying for Poor Law help. 

(c) A very large number of cases with quite trivial 
ailments waste much time in attending Out-patient 
Departments, and develop a morbid taste for drugs. 
and for the interesting réle of invalidism, whilst they 
lose their sense of independence, and acquire idle and 
thriftless habits. 5 

(d) Certain indirect consequences of the system 
need mention. The loss of time of patients, and of 
those who accompany patients, or attend for medicine 
and the like on their behalf, is a cause of serious 
economic loss to themselves and to the country 
generally. Not only workmen but their employers 
suffer from time wasted by such workmen in obtaining 
treatment at Out-patient Departments which, under a 
proper system, they would obtain elsewhere with less 
expenditure of time, and in other respects more satis- 
factorily. Similarly, homes are neglected and children 
suffer while women are waiting in Out-patient and 
Casualty Rooms, whose attendance there results iu 
little if any benefit to themselves or to anyone else. 
The hygienic and economic consequences of such 
defective arrangements obviously spread from those 
immediately affected to the community in general, and 
constitute a public evil. 


Il.—To the Patients who. ought to Attend and 
do not. 

There are age 3 patients under the care of private 

practitioners in clubs or dispensaries, or paying small 


fees, who are quite unable to pay fees for consultative 
opinions and for whom the special resources of the 
hospital in skilled officers and appliances would be 
welcomed by their medical attendants on account of 
some special difficulty in diagnosis or treatment. 
Under existing conditions, however, they are kept: 
from the hospital by the want of systematic arrange- 


result from the methods at present prevailing in regard 
to the admission of out-patients ? 


ANSWER: 

5. The undesirable effects resulting from methods of 
admission of Out-patients may be classified under the 
following heads : ‘ 


I. To the patients attending. 
II. To the patients who ought to attend and do not. 
III. To the Medical Profession. 


I.—To the Patients Attending. 

(a) Even the patient whom all would recognize as 
an ideal Out patient has frequently suffered, before 
admission, through the methods at present prevail- 
ing. But for these methods his condition might never 
have become. sufficiently severe to require treatment. 
The opportunity of an easy cure, which simple treat- 
ment by his private practitioner or club doctor might 
have effected at an earlier stage, is lost. The patient, 
trained by present hospital methods to rely upon hos- 
pital help, makes no provident provision for ordinary 
sickness, is unable or a olaaggr 4 to pay medical feces, 
does not care to apply to the hospital while his 
ailment is simple, and waits until it is sufficiently 
severc. — 5 

Arrived atthe hospital ‘he still suffers from present 
methods, because he runs the risk of being exhausted 
‘by long waiting, or of being attacked by infectious 
‘disease from contact with patients unwittingly 
attending while suffering from contagious disorders. 
Finally, he may fail to receive the fullest attention his 
case deserves because of the overworked state of the 

‘officers in the department. Even as a new patient he 


may fail to receive adequate attention, but when he. 


reaches the state of “an old case,” the great number 





ments for this purpose, and by the crowd of trivial, 
cases attending. Even were extra accommodation 
provided for this specific purpose, general practi-| 
tioners would be deterred by consideration of the 
effect upon their private practice of introducing 
patients to institutions which compete with them 
in treating all .comers. 


IIl.—To the Medical Profession. 

The undesirable effocts of present methods upon 
-the profession are felt both by practitioners outside‘ 
the hospital and by the medical staff. 

(a) An outside practitioner loses not only remunera- 
tive practice, but also valuable experience, whenever 
an unsuitable patient attends a hospital, whether it 

-would have become his duty or privilege to attend 
such patient as a private practitioner, or as the 
medical officer of a provident or other agency. An 
outside practitioner also- suffers whenever a poor. 
patient under his care is unable to secure the special 
services of an Out-patient Department for help in 
diagnosis or treatment.’ In such a case he loses, not 
pecuniarily, but in reputation and scientific experi- 
ence. The injuries thus occasioned to private prac- 
titioners are a matter of public, and not merely of 
private or professional, concern. The public must 
rely upon the private practitioner as their first line of. 
defence against disease, and must suffer from any 


impairment of his efficiency and status. 
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(6) The staff of the hospital suffer under existing 
conditions whenever they are called upon to deal 
with. trivial cases which afford little opportunity of 
increasing their special experience, or to deal with an 
excessive number of cases, which on the one hand 
leads to a loss of health, and on the other hand. de- 
prives them of the opportunity of doing justice to 
their scientific work, and-of maintaining and extend- 
ing their reputation amongst their professienal 
colleagues. j 


QUESTION 6.—Would any, and if so, what, changes in 
the methods at present prevailing at the hospitals be 
desirable ? : 


ANSWER: 


6. The aim of all changes in the Out-patient arrange- 
ments must be: 


(a) That admission shall be on such terms as may 
lead to the most rapid and perfect development of 
all those agencies with which the Department should 
co-operate. 

'(b) That its own resources should be so developed 
_ as to make all such agencies desire to seek its 
co-operation and not to fear its competition. 
With these objects in view, the following changes 
should be brought about: _ 
' — J, The fallest written and signed particulars should 
be required of all applicants for admission, except 
(i) in the case of really severe and sudden urgent 
casualties, and (ii) in the case of those on whose behalf 
application is made by a medical practitioner actually 
in medical charge of the case. From the latter, herein- 
after called “ consultative” cases, a general statement 
as to economic fitness should be accepted provisionally 
from the medical attendant, but inquiries should also 
be made independently by the almoner, and a signed 
statement obtained from the patient whenever it 
appears desirable. : ee 
Consultative cases should receive priority of treat- 
ment, and as far as possible appointments should be 
made so as to avoid delay. Non-consultative cases 
should thus be encouraged to join the consultative 
class, should be refused treatment if their cases are 
trivial, and, if unable to pay private practitioner’s 
fees, should bé recommended to join a provident dis- 
pensary or similar institution. The declaration forms 
of the non-consultative cases should be kept and 
classified, so that cases coming a second time without 
- making suitable provision for private non-hospital 
treatment could be at once refused. — : 
2. The fullest development of Out-patient Depart- 
’ ments should be carried out to fit them for the duty 
' of reporting on cases that are returned to the prac- 
- titioner as well as for treating cases that are retained. 
. The habit of entrusting Out-patient Departments to 
_ resident medical officers and clinical assistants should 
_ be discouraged. The appointed member of the staff 
should have adequate assistance in investigating the 
cases, but he should in all cases be responsible for 
conferring with the general practitioner, if he attends, 
’ or of reporting to him if he is unable to do so. Short- 
hand clerks and typewriters should be provided to 
deal with the co dence. The extra cost of 
- salaries of such officers would be covered by economies 
. otherwise effected. Sodas aaa f 


QUESTION 7.—Is the accommodation at present existing, 
whether at the Out-patient Departments or elsewhere, 
adequate to the admission of the cases suitable for 
treacmenc by the respective agencies ? 

(Indicate the area upon a consideration of which this 
p«rc of the evidence is based.) Ps 


ANSWER : ; 
7. So far as the Association is competent to judge, the 
existing Out-patient Department accommodation in London 
would suffice for the proper work of these Departments if 
organized upon the lines.recommended. by.the Association. 
The premises would, however, require reconstruction. _The 
very large halls at present used for Out-patients waiting 
for attention would no longer .be required for this purpose, 
and should be converted into suitable, suites. of..smaller 
rooms, fitted up with all modern equipments. for those 








special methods of diagnosis and treatment for the appli- 
cation of which it will be one chief function of the 
Department to provide. 

As regards agencies external to the Hospital, there 
does not at present exist in London an adequate system 
of provident medical organizations for the treatment of 
those persons who now frequent Out-patient Departments, 
but who could and would make. provision for their treat- 
ment in ordinary illness by subscription to provident 
organizations if such existed, and if the Out-patient 
Departments were rendered less readily accessible. The 
medical profession in certain parts of London have under- 
taken, or have under consideration, the organization of 
“Public Medical Services” based on the principles of 
(i) small periodic payment by the patient ; (ii) freedom of 
every reputable practitioner in the district for which the 
Service provides to act upon the staff ; (iii) free choice of © 
doctor by patient from among the Staff of the Service. 
The success of such attempts is at present greatly pre- 
judiced by the operations of the Out-patient Departments 
of the Hospitals. . 





APPENDIX A. 


HOSPITAL OUT-PATIENT DEPARTMENTS. 


CLASSIFIED COLLECTION OF PRONOUNCEMENTS OF 

THE BRITISH MEDICAL ASSOCIATION (1905 TO 1909 

INCLUSIVE) ON QUESTIONS OF INTEREST TO THE 

MEDICAL PROFESSION AFFECTING THE ORGANIZA- 

TION AND MANAGEMENT OF HOSPITAL OUT-PATIENT 

DEPARTMENTS AND THE EMPLOYMENT OF THE 
HOSPITAL STAFF. 


oot 


A.—SouiraBiLity oF Patrents ror ADMISSION. 

1. General Principle of Discrimination.—That inability 
to pay for adequate treatment shall be the consideration 
for the admission of all patients for hospital treatment. 
This shall not apply to Poor Law cases. 

2. Subscribers’ Letters.—That the production of sub- 
scribers’ letters shall cease to be compulsory, and that, 
where possible, the system shall be abolished. 

3. Evidence of Suitability.—That, except in emergencies, 
sufticient evidence shall be obtained on two points: 
(a) That the patient is not in a position to pay for adequate 
treatment; (6) that the case is, from a hospital point of 
view, suitable for treatment. 

4. Investigation as to Economic Suitability—That 
some means of investigation into the circumstances of the 
applicants for relief, by means of an almoner or other agent, 
shall be employed in al] medical charities. 

5. Medical Certificates of Suitability—That a medical 
certificate of suitability for hospital treatment be required 
as a condition of hospital treatment, except in a case of 
casualty at its first attendance. 

6. Contributions to Hospitals by Employers of Labour 
and by Employees.—That contributions to Hospitals. by 
employers of labour or by employees should not be 
considered as the payment of premiums of insuranco 
against the cost of treatment of sickness or accident, nor 
as entitling the contributors to claim hospital treatment 
either for themselves or for persons.nominated by them, 
but -as charitable contributions to be expended at the 
discretion of those to whom‘the management’ of the 
hospital is entrusted.- 


B.—Procepure aT Hospirat. 


7. Medical Inspection of all Cases.—That, on the first 
visit, no patient be permitted to leave a hospital without 
havingebeen seen by a registered medical practitioner. 

8. Urgent Cases.—That all cases of serious accident and 
severe sudden illness shall be attended to on their first 
application, and, if deemed eligible for further treatment, 
shall be referred to the appropriate department of the 
hospital, but, if ineligible, shall then be. referred for 


treatment elsewhere... . cl’ viact ao eS 
~ 9, Trivial.Cases.— all cases of. trivial aecident or 


illness deemed ineligible. for the casualty. department 


shall, after having been. seen, be. referred for treatment 
elsewhere. Paes 5) Sah beetie> RSE AS eae 
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10. Scope of Out-patient Departments. — That the 
primary object of an out-patient department should be 
for consultation. ' 


1l. Reference elsewhere of Unsuitable Cases.—That wt 


cases not suitable for hospital treatment shall be referred 
in general terms to a medical practitioner, to a public 
medical service,* an approved provident dispensary, or to 
the relieving officer under the Poor Law. 

12. Limitation of Work of Medical Officers.—That, 
where possible, the number. of new cases to be seen on 
ra one day by an honorary medical officer shall be 
imited. 


C.—Co-ORDINATION OF HosPITALS WITH ONE ANOTHER AND 
WITH OTHER Forms oF MEDICAL SERVICES. 


13. Co-operation of Hospitals with One Another.—That 
hospitals operating in the same area should confer with 
the object of securing approximately uniform regulations 
for the prevention of abuse. 

14. Co-ordination of Hospitals with Public Medical 
Services and Provident Dispensaries.—That there shall be 
a system of co-ordination between hospitals, on the one 
hand, and public medical services and provident dis- 
pensaries on the other, so that the hospitals shall refer to 
the public medical services and provident dispensaries 
cases unsuitable for hospital treatment (see paragraph 11 
foregoing), and the public medical services and provident 
dispensaries shall refer to the -hospitals cases for con- 
sultation, as well as those requiring hospital treatment 
and nursing, or specially suitable for purposes of clinical 
instruction. 

15. Notices to Facilitate Co-operation.—That notices be 
posted in Out-patient and Casualty Departments of Hos- 
pitals calling attention to public medical services or 
approved provident dispensaries in the neighbourhood. 

16. Reference of Cases for--Special Advice.—That a 
member. of a public medical service or provident dis- 
pensary, or other patient referred: to a hospital for con: 
sultation, with a private note or personally by a general 
practitioner in attendance, should be referred back to such 
médical attendant with a statement of the opinion of the 
hospital. physician or surgeon on the condition of the 
patient. 

17. Relation of Hospitals to the Poor Law Medical 
Service.—That cases of obvious destitution or cases 
already in receipt of Poor Law Relief shall, after they 
have been once seen in the casualty or out-patient 
department, be referred to the Poor Law Relieving 
Officer, unless they should be retained for hospital treat- 
ment, and Poor Law patients should be referred to hos- 
pitals for consultation, as in the case of public medical 
service and provident dispensary patients. In these cases 
payment might be required from the Poor Law Guardians 
if deemed advisable. 

18. Reference of School Children to Charities.—That the 
Association should oppose the reference of School Children, 
found upon medical inspection to be defective, to public 
medical charities for treatment, whether or not accompanied 
by payments or subsidies. 





APPENDIX B. 


RULES AND REGULATIONS OF DISPENSARIES 
UNDER THE NEW YORK STATE 
BOAKD OF CHARITIES, 

I.—Posting a Public Notice. 

There shall be posted and permanently maintained in a 
conspicuous place in the reception room for applicants a 

notice as follows : : 
This dispensary has been licensed under the laws of the 


State of New York by the State Board of Charities, to fur- 
nish medical or surgical relief, advice, or treatment, medi- 





— 


*The term “ public medical service” has been applied in certain 
districts to organizations for providing medical attendance and medi- 
cine for certain sections of the community, in which the service is 
under the direct control of.the medical profession In other districts 
services of exactly the same general type have been established under 
the title of ‘* provident medical associations,” but the general desig- 
nation of ** publi¢ medical service ’’ is preferable, as avoiding confusion 
with organizations under non-medical control. x 





cine or apparatus to the sick poor who are unable to pay for 
the same. The law provides as follows: 
* (Section 25, Chapter 368, Laws of 1899). 
~« Any person who cbtatns medical or surgical treat- 
ment on false representations from any dispensary 
licensed under the provisions of this Act, shall be guilty 
of a misdemeanour, and on conyiction thereof shall be 
punished bya fine of not less than ten dollars and not 
more than two hundred and fifty dollars.” 


(Imprisonment uutil fine be paid may be imposed.— 
Code Crim. Pro., s. 718). 


Il.—The Registrar. 
(As amended October 10th, 1900.) 

There shall be an Officer to be known as “ the Regis- 
trar,” whose duties shall be to supervise the work of the 
dispensary, and either personally, or by a competent 
deputy selected by him for that purpose, to make and 


‘preserve all records, receive all applicants, and to see that 


all rules and regulations are enforced. 


IlI.—The Admission of Applicants, 
(As amended October 10th, 1900.) 
1. It shall be the duty of the Registrar to examine all 
applicants to determine the question of their admission, 
and the following rules shall guide his actions : — 


(a). All. emergency cases shall be admitted and 
’ receive prompt treatment and care. 

(6) Every applicant who is, in the opinion of the 
Registrar, after examination and personal inquiry, 
poor and needy, shall be admitted. 

(c), Every applicant, either personally or by the 
parent or guardian of such applicant, in regard to 
whose ability to pay for medical or surgical relief, 
advice or treatment, medicine or apparatus, or either, 
in whole or in part, the Registrar is in doubt, shall be 
admitted to a first treatment on signing a card con- 
taining the “representation” or statement of the 
applicant, but the Registrar shall forthwith cause an 
investigation of his or her ability to pay either per- 
sonally or by parent or guardian; the results of such 
investigation shall be filed among the permanent 
records of the dispensary. Any such applicant who 
declines to sign the required “representation” or 
statement shail be refused admission. 


2. Such “ representation ” or statement shall be in the 
following form : © 


(Card ef Admission on “ Representation”? or Statement of 
Patient.) 


I have been an applicant to no other Dispensary in the 
(or to the following Dispensaries. 
) ‘ 


The foregoing statement is in all respects true. 
Signature of Applicant.............cccceeseeeeeoes ssresn 
Admitted 
3. The Registrar shall issue to every applicant who is 
adinitted for treatment a pass ‘card on one side of which 
shall be printed the usual information in regard to 
attendance upon the class to which he or she is assigned, 
and on the other side the card shall be in the following 


-form: 


Penalty for False Representations. 
(Section 25, Chapter 368, Laws of 1899.) 

“‘ Any person who obtains medical or surgical treatment 
on false representations from any dispensary licensed 
under the provisions of this Act shall be guilty of a mis- 
demeanour, and on conviction thereof shall be punished by 
@ fine of not less than ten dollars and not more than two 
hundred and fifty dollars.” 

_ (Imprisonment until fine be paid may be imposed.— 
Code Crim. Pro., 8. 718.) = . owe 
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CLERICAL WORK CONNECTED WITH MEDICAL BENEFIT. [ 


National Insurance. 





LOCAL MEDICAL COMMITTEES: INSURANCE COMMITTEES. 


THE State Sickness Insurance Committee, at its meeting on February 20th, adopted the following 


resolutions : 


That a communication be sent to Honorary Secretaries 
of Divisions, 


(a) referring to the work of Local Medical Committees, 
(6)-asking for information as to . 


(i) The names of the Secretaries and Chairmen of 
Local Medical Committees ; 


(ii) The names and addresses of the directly- 
elected medical practitioners upon the Local 
Insurance Committees, and also of the medical 
practitioners elected thereto in any other 

~ capacity ; 





(iii) Information generally as to the action that 
A is being taken by Local Medical Committees ; 
an 
(c) intimating that the columns of the Journat are 
open for the reports of meetings of the Local 
Medical Committees. 


II. ' 

That it be an instruction to the Special Subcommittee 
to consider and report as to what steps should be taken in 
order to co-ordinate the action of the. Divisions with 
reference to the National Insurance Act with that taken 
by the various Local Medical Committees. within. their 
areas. ; 








= 


THE CLERICAL WORK IN CONNEXION WITH 
MEDICAL BENEFIT. 


ENGLAND. , 
Tue Secretary of the Insurance Commission (England) 
has supplied us with the following report of conferences 
with the Insurance Commissioners on the clerical work 
and other matters affecting medical practitioners. who 
have undertaken to give medical attendance and 
treatment .under the Insurance Act. 


Memorandum by the Commissioners. 


The Insurance Commissioners have given careful con- 
sideration to the subject of the clerical work required from 
medical practitioners in connexion with the administra- 
tion of medical benefit, as to which they have received 
many suggestions from practitioners on the panels, based 
on their personal experience. 

On February 4th the Commission received a deputation 
from the National Insurance Practitioners’ Association, 
who submitted the results of inquiries which that Associa- 


tion had made among doctors engaged in the work. The. 


deputation urged that the forms of records should be 
simplified, and stated that, so far as they.could ascertain, 
a card system for the keeping of records would be generally 
preferred by the profession to the day-book at present in 
use, or indeed to any record in book form. Amendments 
in the prescription form were suggested, and the deputa- 
tion pressed for the substitution of duplicate, or even 
single, forms for the triplicates at present in use. They 
urged that the doctor should not be required to furnish to 
the patient a copy of the prescription for retention by the 
chemist (in addition to the one which the chemist would 
send to the Insurance Committee as a voucher for pay- 
ment), and that it should be left to the doctor’s own dis- 
cretion whether he should retain‘a copy for his own use. 

The deputation raised the questions also as to the 
methods to be adopted for allocation of insured persons 
among practitioners on the panel, the possibility of 
Ihsurance Committees making payments on account 
before the end of the quarter to practitioners in respect 
of the insured persons already on their list, and the 
simplification of the forms of certificates required by some 
approved societies in connexion with the administration 
of sickness benefit. E 

- These subjects were further considered at a conference 
held by the Insurance Commissioners at the Civil Service 
Commission, Burlington House, on February llth, to 
which every Local Medical Committee recognized by the 
Commissioners under Section 62 of the Act, and also every 
Committee which had applied for recognition, had been 
invited to send’a representative. About eighty were 
present. : 

The first subject discussed was the procedure and forms 
in connexion with the acceptance of an insured person by 
a doctor for inclusion in his list. It was stated on behalf 
of the Commissioners that there would not be another 
general issue of the red tickets, the use of which was a 
temporary measure required by the special circumstances 
incidental to. the bringing into operation of medical benefit 





on January 15th. The-only clerical work required of a 
doctor in future, in connexion with the acceptance of an 
insured person on his list, would be the filling up of a form 
of acceptance, and this would not be required in respect of 
any insured person already accepted by him. In other 
words, after the completion of the first general assign- 
ment, the filing up of forms of acceptance will only be 
necessary in the case of insured persons changing from one 
doctor to-another, those coming into a district, and those 
entering for the first time into insurance. 

It was further stated that.each Insurance Committee 
would send to each doctor-on- the panel, in respect of each 
insured person notified by him as accepted on his list, a 
card containing that person’s name, address, and other 

Spry These pany’ barons omnes the doctor's 
ist of the insured persons for the time being recognized b 
the Committee as under his care. After = aibcasalen, 
in which some of those attending ex preference for 
a single continuous list, it was clear that the pro 
card system was preferred by the majority of the 
conference: 

On the subject of records there were marked differences 
of opinion. <A few favoured the continuance of the 
present day-book, simplified by the omission of the. 
patient’s society and number and reduced in size, while 
some urged that the record should -be kept in a book 
retained by the patient which he should produce each’ 
time he was attended by the doctor. It was clear, how-. 
ever, that.a large majority considered a card system the: 
best. A form of card was placed before the conference 
and was generally approved, subject to modifications in, 
detail. Some speakers urged that the records should be 
confined to those cases in which sick pay was received, 
but the preponderating feeling was in favour of such 
records a8 were req being obtained in respect of all 
cases treated. 

Objections. were raised to the triplicate prescription 
form, and also to the requirement that drugs not included 
in the list adopted by the Committee must be ordered on 
a special form. On the former subject the Commissioners 
stated that they had decided not to require the triplicate. 
and to leave the keeping of a duplicate to the discretion of 
the doctor. Note was taken of the suggestion that when a 
special drug was ordered some distinctive mark might be 
made on the ordinary form, instead of using a special 
form. Suggestions were also made for detailed modifica- 


-tions of the prescription forms with a view to the 


convenience of the prescriber. 

In addition to these questions of clerical work members 
of the conference were invited to raise any other points to 
which they desired to draw attention with a view to 
facilitating the work of doctors in connexion with medical 
benefit. Points were brought forward as to the method to 
be adopted for the distribution of those insured persons 
who made no choice or were rejected by the doctors of 
their choice, the method of distribution. of the; medical 
benefit fund where a capitation system was adopted, and 
the grant for mileage. © 28 ae :* 

It was explained that the’ method of. distribution of 
insured persons among the doctors on the panel was one 

rimarily for consideration by those doctors themselves, © 


P 
who could draw up a scheme for the purpose. It would be 
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possible, under a scheme aysxoved by them, to permit a 
doctor te take on his list only a:s 
persons, or to confine his list to persons of a defined 
class. The Insurance Coxamittee would require “to 
be satisfied that the scheme was such as to 
secure that every insured person was provided with 
medical attendance, that an excessive number was 
not assigned to any one doctor, and that an insured 
person was not unreasonably assigned toa doctor living 
at a distance from him. It was also explained that the 
method of distribution of the capitation allowance in 
cases in which the allocation of insured persons was not 
completed before the end of the quarter, was also a 
matter for the consideration primarily of the doctors on 
the panel, who should make arrangements with the 
Insurance Committee. Where desired, Insurance Com- 
mittees would be able to make payments to doctors on 
account (for example, at the end of the first month) in 
respect of the insured persons already accepted on their 
lists. 

As to the mileage grant, it was stated that the Insurance 
Committees were collecting information as to the cases in 
their own areas in which special circumstances justifying 
a claim appeared to exist. The Committees would report 
to the Commissioners, who would distribute the grant 
after due considerution of all the claims. 


SCOTLAND. 

On February 14th a meeting took place in Edinburgh 
between the representatives of forty-four Local Medical 
Jommittees in Scotland and the Scottish Insurance Com- 
missioners. Some representatives of the Pharmaceutical 
Standing Committee (Scotland) were also present. Among 
the questions discussed were the modifications of the 
medical day-book now in use, and the possible employ- 
ment of a card system of medical records, the medical 
prescription book, and the carbon copies, the use of the 
medical ticket for identification purposes, and the utility 
of a uniform medical certificate. The conference lasted 
for more than four hours, and the Commissioners promised 
to give consideration to the various suggestions made. 





DEBATE ON THE INSURANCE ACT. 


On the last day of the session, February 14th, another 
discussion was raised on the National Insurance Act by 
Mr. Godfrey Locker-Lampson, who gave instances in 
which an Insurance Committee had told applicants that 
free choice of doctor could be allowed only in exceptional 


circumstances, and that each case would have to be. 


judged on its merits and a proper reason given for the 
permission. . The speeches of the Chancellor of the 
Exchequer, the Lord Advocate, and other members 
of the Government while the bill was in the House 
contained, he said, no references to exceptional circum- 
stances, nor was there any such -reference on the red 
ticket or on Form Medical 21.’ He complained that in 
some districts no inquiries were made as to the condition 
of applicants, or as to the existence of exceptional circum- 
stances in their cases. He also complained that Insurance 
Committees were telling people that certificates for sick 


pay could not be received unless given by a doctor on the 


panel,. When challenged by Mr. Masterman -he quoted a 
case in which an applicant from a district in Leicester- 
shire, where there was no doctor on the panel, had been 
told to apply to Dr. ——, who “ will now practise in your 
village from to-day.” : 

Dr. Dawes, who is the Chairman of the London Insur- 
ance Committee, asked whether the reasonable request of 
a doctor to be put on the panel for a limited number of 
patients, when in view of his private practice he was 
unable to deal with an unlimited number or any very large 
number, would be granted. He also asked whether what 
might be called a clinical inspection would be made on 
behalf of the Insurance Commissioners. 

Mr. Bridgeman inquired. as to the exact position of 
persons over 65 in respect of x:edical benefit. 

Sir John Jardine and Sir John Barran raised the ques- 
tion of mileage in certain southern counties of Scotland in 
which a number of insured persons resided at consider- 
able distances from any doctor’ in no fewer than 200 cases 
in Roxburghshire the distance was.as great.as ten miles. 

Sir Henry Craik said that whereas the Chancellor of the 
Exchequer. had spoken eloquently upon the free choice of 
doctor, and how there ought te be the fullest confidence 


mall-number of-insured - 





between doctor and patient, the Actas it was being worked 


-did.not afford such free choiee. . Many Insurance:Com- 


mittees were refusing to consider even the.assignment of 


“the ordinary sickness benefit and other benefits to. those 


who were not able to produce a certificate from a medical 
man on the panel. ; : ¢ 

Mr. Sherwell said there had been delay in some cases in 
extending medical benefit to insured persons in Hudders- 
field, owing to the failure of the Insurance Commissioners 
to issue Form Medical 21. , 

Mr. W. Thorne said that, in his experience,-free choice 
was limited by the fact that some doctors had so many 
people on their list that they refused to sign any more 
forms. There was already overcrowding, and in such 
cases during surgery hours two or three Tunared people 
could be seen waiting in file in the road, as if they were 
going into a music-hall; there ought to be some limit to 
the list of any particular doctor. He also mentioned 
a case in which an insured person who went to the doctor 
before 8 p.m. found the shop of the nearest chemist, 
which was three miles away, closed when he got there, 
and asked, Would it not be possible where the chemists 
lived so far away for the doctor to supply the medicine? 

Six. George Younger complained that to one doctor 
who resided at the seaside some miles away a great many 
servants in the west-end of Edinburgh had been assigned. 


Mr. Masterman’s REPLY. 

Mr. Masterman, in general reply, said that, in spite of 
the strenuous opposition of the friendly societies, the bill 
was transformed when it was passing ehrvagh the House. 
The old friendly societies system, in which all the 
members of a society went to one doctor, was swept away. 


Free Choice. 

The system of free choice was approved by the House by 
an overwhelming majority ; it allowed every doctor who 
agreed to work under the Act to have his name put upon 
the list, and all members to have free choice from that 
list of any doctor they wished to attend them. - Those 
responsible for the administration of the Act had been 
fighting for the application of that principle. Throughout 
the greater part of England and through almost the whole 
of Scotland practically every doctor engaged in industrial 
practice was on the panel. He believed that, taking the 
counties of England and Scotland, the resident registered 
practitioners on the panels were nearer 90 than 80 per 
cent. There was the freest. possible choice of those doctors 
among-the insured persons. 


“Persons Making their own Arrangements. - 

With regard to persons making their own arrangements, 
he said that no kind of obstacle would be put in the way 
of Insurance Committees exercising their discretion in 
apy exceptional cases so long as this application. of 
Section 15 (3) did not interfere-with the general responsi- 
bility of the Insurance Committee to give medical benefit 
to all persons under the Act and so long as the committee 
acted in conjunction with the panel Socbibe: If certain 
doctors wished for # limited:number of patients it was 
desirable, if compatible with the general interests of 
the insured persons, that they should -be permitted — 
to go on the panel for that limited number, but it would 
not be fair to allow such doctors to select lives; they 
ought to take a fair average sample of lives. An Insur- 
ance Committee could only give its consent to this -limita- 
tion acting in conjunction with, and with the approval of, 
those doctors who had taken a general risk in that respect. 
With regard to Mr. Dawes’s second question, there was no 
intention to bring any inspectors to examine either the | 
method of diagnosis or ‘the treatment of the~patient by 
the doctor on the panel. The only reservation was that 
in cases of definite complaint by the insured of the treat- 
ment he had received, that complaint was referred to a 
committee established by the regulations, a committee on 
which both the medical’ profession and insured persons | 
were represented. Ii was, he said, a libel to suggest that an 
inspector was suddenly to descend from the Insurance 
Committee upon a. panel doctor to investigate his day- 
book, to ask why he gave medicine in one case and 
not in another, and why he treated one man one way 
and not in another way. Any such suggestion was 
utterly remote from the conception of the Insurance Act. 
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: Persons over 65. ! roe 
With regard to insured persons: over 65, he said that 
there were two classes. ‘There were the persons who, 
being over 65, were working and were employed when the 
Act came into force last July. They became insured 
persons, but were insured in a separate fund; they 
received nine pennyworth of insurance for the fourpence 
of their contribution ; to that ninepence there was now 
being added 2s. 6d. a head for those who selected medical 
benefit, and they would therefore receive something over 
tenpence a head of insurance for the fourpence they paid 
down. Under a system calculated either by the friendly 
societies or according to tables prepared by Insurance 
Commissioners they could receive any benefit within 
the limit-of tenpence which their approved society might 
select for them. At first the approved societies only 
asked for tables of sick pay, but there was now a stron 
demand for medical benefit on the part of persons over 65, 
who felt very much the fact that they would not receive 
medical benefit, and said that they would prefer that 
some portion of the 10d. should be allocated for medical 
benefit, and consequently less for sick pay. The Insurance 
Commission had now issued actuarial tables which would 
enable any society to give to thcs2 persons medical 
attendance and treatment and a certain amount of sick 
pay. In respect of such persons the extra 2s. 6d. now 
voted for medical benefit would be paid to the society in 
respect of that person, so that if medical benefit was given 
there wovld actually be paid in respect of that person 
somewhat more than if medical benefit-was not given 
and only sick pay given. In reply to a question by Mr. 
Albert Smith, Mr. Masterman stated that a trade union 
could make up the sick pay of a person over 65 to 6s. a 
week, and then give the medical benefit out of the National 
Insurance Fund. They would then undoubtedly receive the 
extra 2s. 6d. out of this particular fund. The second 
class of persons were those who did not become insured 
persons: under the Act but were insured in friendly 
societies, and it was urged that if those persons who 
expected medical benefit for their lives were now deprived 
of it, it would be a hard case. The answer was twofold. 
{f they had been accumulating funds in accumulating 
societies up to that age (65), then, as the funds were 
released by the passing of the Act, the -societies ought to 
make arrangements for the continuance of medical benefit, 
and should give special attention to the interests of old 
members; they ghould be a first charge on any funds 
liberated.. The second answer had reference to a clause 
‘in the Act which stated that Insurance Committees must 
arrange for the medical attendance of those persons over 
65 at a rate not less than a general rate for insured 
persons; that was intended for the protection of persons 
who might find doctors charging an extra amount. The 
difficulty had not arisen in connexion with that particular 
clause. There would, he thought, be no difficulty in 
securing attendance on persons over 65 who were not 
insured at the same rate for which insured persons 
were attended. But, owing to the extra grant, the price 
for the medical attendance on insured persons had in- 
creased. In. country districts it had increased from: an 
average of 4s. to an average of 9s.,and Mr. Masterman 
thought it would be unfair if doctors receiving 9s. a week 
capitation for patients for whom: they had only received 
4s. a year before the Act was passed, also turned round on 
persons not insured and over 65 years of age, and asked 
from them 9s. for the same services which they used to 
give for 4s. In the town districts also there would be a 
very considerable increase. He hoped that as the Act 
came to be understood the doctors would see that the 
matter affected a small and rapidly diminishing number 
of persons. It would not be possible to give the extra 
2s. 6d. except in respect of persons who came under the 
Iusurance Act. He was making inquiries, and hoped that 
the result would show that the majority of doctors work- 
ing under the Act were willing to accept the old figures 
for those persons. 


Mileage in Scotland. 
With regard to mileage in certain districts in Scotland 


the Government recognized that the point had to be 


met. The grant that the House was making contained 
a sum of £40,000 for special services in Great Britain 
outside the Highlands, and a separate grant of £10,000 





for dealing with the‘ special problems of the Highlands. 
The  ptaens was that the distribution of the £50,000 
should be worked out in conjunction with the Insurance’ 
Committees. When the” scheme was ‘completed the 
mileage money would be paid as from the commence- 
ment of the Act. With regard to the question of certifi- 
cates for sick pay Mr. Masterman said that it was entirely 
a question for the managing bodies of the approved 
societies subject to the provision that an insured person 
could appeal to the Insurance Commissioners. It -had 
been explained during the debate in the previous week 
why it was believed that it would be unwise for the 
managing bodies of approved societies promiscuously to 
announce that they would receive certificates from any 
doctor, panel or non-panel. 





QUESTIONS IN THE HOUSE. 
AMENDING Bint. 

Mr. Godfrey Locker-Lampson asked the Prime Minister, 
on February 13th, (1) whether he would give the House 
an adequate opportunity of discussing amendments to the 
National Insurance Act at-an early date, and-(2) whether 
he would give facilities for a bill to amend the National 
Insurance Act so that. an insured person could recover 
from the Insurance Fund the expenses of emergency 
medical treatment which he might have incurred outside 
the district in which his panel doctor operated. The 
Prime Minister said that it would be premature at that 
time to make any further announcement with regard to 
the business of next session. 

The Prime Minister, in reply to Mr. Harry Lawson, 
said he would certainly consider whether an opportunity 
might not be given to discuss the amendment of the 

ct. 


ADMINISTRATION OF MepicaL BENEFIT. 
Income Limit. 

Mr. Masterman stated, in reply to Sir J. D. Rees on 
February 12th, that in accordance With Section 62 of the 
Act, the regulations provided that an Insurance Com- 
mittee should consult the Local Medical Committee, if 
one had been recognized in its area, before fixing, varying, 
or abolishing an income limit. 


Contracting Out. 

On February 14th the Secretary to the Treasury stated, 
in reply to Sir Philip Magnus, that a circular letter had 
been forwarded by the London Insurance Committee to 
all hospitals which had applied to that Committee for 
leave to make their own arrangements. A special form 
of notice of application applicable to these cases would be 
issued for use by such hospitals as soon as possible. 


Closing of Panels. 

On February 12th Mr. Hunt asked why the panel in the 
Bridgnorth area of Shropshire was closed from January 
15th, and was still to be closed for a period of three years. 
—Mr. Masterman said that as the number of practitioners 
available for the panel system in the urban and rural 
areas of Bridgnorth was not adequate for treatment of 
insured persons, the Commissioners dispensed with the 
necessity for the adoption of the panel system for the 
period named, and authorized the Insurance Committee 
to make other arrangements under Section 15 (2) of the 
Act. 


Aged Insured Persons entitled to Medical Benefit. 

Mr. Cassel asked, on February 12th, whether the special 
grant-in-aid for medical benefit would be made in respect 
of insured persons who after the age of 70 still remained 
entitled to medical benefit; and, if not, from what source 
would the extra cost of medical benefit in such cases be 
defrayed.—Mr. Masterman replied that the special grant- 
in-aid would be paid in respect of all insured persons 
entitled to medical benefit irrespective of age. 


Limitation of Lists and the Residue of Insured 
Persons. ; 

Sir Philip Magnus asked the Secretary to the Treasury, 

on February 12th, whether, in the case of a doctor having 

joined a list or panel on the understanding that he con- 


- tracted to attend only a limited number of insured persons, 
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he might be required later on, as a eondition of his re- 
maining on the-list or, panel, to. attend such additional 
number of insuged persons as might be allotted to him as 
his share of the residue of persons to whom no.doctor had 
been | previously, assigned.--Mr. ,Masterman. replied that 
the distributign of insured, persons who.had not been 
assigned. to any doctor, was to be carried out so far as 
practicable, under arrangements..made by the doctors on 
the panel. If such arrangements allowed of a doctor 
attending only a limited number of patients, there was no 
. reason why it should be made a condition of his remaining 
on the panel that-he should attend an additional number 
of insured persons, so long as the arrangements were in 
force. . 
Assistants. 

In reply to Mr. F. Hall, ou February 13th, Mr. Master- 
man said that a practitioner on the panel might depute 
an assistant to act on his behalf when -he was precluded 
by urgency of other professional duties, absence from home, 
or other reasonable cause, from giving personal attendance 
to an insured person under his care. It was the duty of 
the Insurance Committee to take any necessary steps to 
secure that the service provided by any assistants was 
satisfactory, but, subject to this, the remuneration of such 
assistants was a matter for their principals and themselves 
to determine. 

Drugs and Appliances. 

Mr. Newdegate asked, on February 13th, whether, in 
view of the inconvenience suffered by patients, he could 
now state whether kidney belts would be included among 
appliances supplied under the National Insurance Act.— 
Mr. Masterman said that the suggestion was receiving 
consideration. The whole question of the schedule, in- 
cluding the suggestions, was under consideration. He 
had no doubt there would be some speedy result. 

On February 14th Mr. Needham asked whether a doctor 
who was working under the National Insurance Act, in 
addition to giving a prescription and advice, could also 
sell: medicine to the insured person to be paid for by the 
insured person.—Mr. Masterman said that, except in the 
special circumstances where a doctor was allowed to 
dispense under the Act in accordance with paragraph 30 
of the Medical Benefit Regulations, no payment could be 
made to him out of the insurance funds for any drugs 
supplied by him to insured persons, who were entitled to 
obtain them free from any chemist on the panel. He did 
not-think it would be proper for such an. arrangement to 
be made as was described in the question. 


. Records: Repetition of Prescriptions, 

Mr.:Masterman, in reply to ’Captain Knight, said that 
both doctors of the panel and approved institutions were 
required to send to the Insurance Committee notices of 
acceptance of insured persons. The arrangement by 
which, at the commencement of medical benefit, insured 
persons desiring treatment from ;a. doctor on the panel 
could obtain such treatment by presenting their medical 
tickets would not “be appropriate to insured persons 
entitled to receive medical attendance and treatment 
through an approved institution, in respect of whom 
definite evidérice was necessary that they were, or desired 
to become, members of the institution. 5 

--@aptain Knight asked why a patient, being a member of 
an approved institution, could not obtain’a second supply 
of medicine without having a further interview with the 
medical officer and obtaining a second prescription.— 
Mr. Masterman said that this requirement must have been 
imposed’ by the rules of the institution. to which the 
insured person belonged. It had not been imposed by any 
regulation of the Commissioners. The institutions might, 
however, reasonably consider ‘that’ it was in ‘the best 
interests of the patient that the decision as to repeating 
a medicine should rest with the medical attendant of the 
patient rather than with the patient himself, and that 
# prescription ‘should tiot be repeated ‘without ‘a written 
statement to that éffect by the nredical attendant. 


Professional Secrecy : Records of Iliness. 

Mr. Cassel asked, on February 12th, whether it would 
be possible to ascertain the piesa from which any 
insured person had suffered or was suffering by comparing 
the records in the hands of the insurance Commissioners 
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with those in the hands of the Insurance Committees ; 
and, if so, how far would such records be kept secret; 
would privilege from: production in any court of law be 
claimed ; and had or would any information from such re. 
cords be supplied to the Treasury or any other Government 
Department.—Mr. Masterman said thet the answer. to. the 
i pti: of the question was in the negative. As he had 
stated in reply to.previous questions, the arrangements for 
the keeping and furnishing of records secured that 
information which would connect the name of a patient 
with an entry as to a particular kind of disease could nv‘ 
be obtained by the Commissioners, the Insurance Com- 
mittee, or the society. The particulars of illnesses and 
certain other particulars (but not anything by. which the 
patient can be identified) would be used for statistical 
urposes. 

° r. Cassel asked if Mr. Masterman was aware. that the 
half of the form filled up by the doctors containing the 
disease was sent to the Insurance Commissioners, and 
the.other half, containing the name of. the patient. suffer- 
ing from the disease, was sent to the Insurance Com- 
mittees, and that they could be identified together by the 
numbers which were on them. If it were proved that this 
was the case, would he take steps to see that proper 
secrecy was preserved.—Mr. Masterman said he was 
informed that the forms were so arranged that it was 
quite impossible to identify them even if they were kept 
together. 

Mr. Staveley-Hill asked the Secretary to the Treasury, 
on February 14th, if he would explain how, having regard 
to the wording of Form 240/A:G.D, and Form 240a/A.G.D., 
the nature of the illness of an insured person was alonc 
known to the doctor when the forms mentioned state the 
nature of the illness and had to be signed by a secretary 
of an approved society in which the person is insured.— 
Mr. Masterman natiel that the forms referred to were 
forms to be used by approved societies for the purpose of 
keeping a continuous record of the duration of every 
illness which incapacitated a member from work. Where 
the societies had knowledge, from whatever source, of the 
nature of the illness, they could; if they thought fit, fill up 
the space in the form which was left for that purpose. 
These forms had no connexion with the records kept by 
doctors. ear 


Change of Residence. Ba 

A number of questions have been put to Mr. Masterman 
with regard to insured persons who change their residence 
temporarily during the year, as, for instance,..to con- 
valesce at the seaside after an illness, or in such cases as 
those of domestic servants, who either go with their 
employers to some other place, or change their situations 
during the year. Mr. Masterman’s replies were generally 
to the effect that the insured persons must, on change of 
residence, notify the Insurance Committee of the new 
district, but he admitted that, the conimittees must make 
arrangements with their permanent officials to meet cases 
dcéurring in the intervals between the meétings.of the 
committee, and eventually said that he would be glad to 
receive any suggestions for making the regulations on 
this point more simple and convenient. Sir William Bull 
called tittention to cases in which relieving officers had 
admitted domestic ‘servants to the infirmary or work- 
houses when they had no homes to go to and could not 
provide board and lodgings and all the extras out of the 
sick pay. He asked that the ratepayers should, after 
contributing to the National Insurance Act, be protected 
from being compelled to support these young women. 
Mr. Masterman could only say that he was not aware of 
any cases of the kind, but was ready to receive 
particulars. Tis Ne 


SANATORIUM BUILDINGS. 

In a written reply the President of the Local Govern- 
ment Board stated on February 14th that so far as 
England was concerned new buildings to contain 214 beds 
were being erected at Birmingham, Bolton, Derby, Ford, 
Meathop, and Winsley, at an estimated cost of about 


| £41,000, and existing buildings at Liverpool, Sutton, and 


Wakefield containing about.390 beds were being adapted 
for use as sanatoriums or, extended at an estimated. cost. 
of £4,900; 172 sanatoriums and hospitals containing about 
6,300 beds had already been approved under the National 
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REPORTS OF LOCAL ACTION. 


NORTHERN ASSOCIATION OF MEDICAL WOMEN. 
A MEETING of the Northern Association of Medical Women 


was held on February 15th at the Women’s Union, Man- : 


chester University. Dr. Drinkwater (Wrexham) took the 
chair. | 

Dr. Cuaypon (Oldham) gave an account of the interview 

between the representatives of the medical practitioners 
on the panel and the Commissioners, held in London 
during the course of the week. 

The following resolutions were passed unanimously : 

1. That in those areas where the Local Insurance Committees 
refuse Pedy rg to make their own arrangements to the 
insured patients of women doctors, the Commissioners 
should be respectfully asked to intervene. 

2, That in any insurance area where one or more women 
doctors are practising, it is advisable that they should be 
directly represented on the Local Medical Committee. 


COUNTY OF CHESHIRE. 
_A Scueme to {ycLtupE DEpPENpDANTs. . 
On February 18th a meeting was held at the Town 
Hall, Macclesfield, under the chairmanshlp of Colonel 
Brock.teHurst, M.P., between the representatives of all 
the friendly, burial, and other sick benefit societies and 
the medical profession of the town to consider the proposed 
East Cheshire medical system. This system was formu- 
lated some time ago by the Stockport, Macclesfield, and 
East Cheshire Division of the British Medical Association, 
and has received the endorsement of the central authority 
of that Association. The main principles of the scheme 


have been advocated also by the National Medical Union. - 


Its chief feature is that a working man entering under 


the system ensures medical attendance for his family as . 


well as himself for a small payment, proportionate to his 
wages, in addition to his statutory payment under the 
National Insurance Act. 

The basis of the scheme consists in pooling the sum of 
9s. per annum allotted to medical benefit by the State, or, 
in case of non-State members, paid as a premium by 
individuals joining, and the establishment in respect 
of each family of a deposit payable in very small 
weekly or monthly instalments. The deposit would 
first. bear the cost of illness up to a strictly limited 
liability. and any further claim would be borne by the 

ool. ‘The balance of the deposit above the amount of the 

iability would form a kind of savings bank account, upon 
which the beneficiary could draw, and the balance of the 
pool would be payable to the deposits in the form of 
bonuses. The deposits would, of course, bear interest, 
and at death would form a death benefit. There would be 
free choice of doctor, and the doctor would be paid 
according to a standard tariff. ' 
' Mr. J. Wesster Warts, F.C.A., who has been closely 
identified with the scheme, was present, and endorsed the 
actuarial side of the proposals, inting out that a con- 
siderable balance would be available in normal years, a 
portion of which might be used to assist the formation of 
the requisite deposits of those members who were near the: 
poverty line. ; 

The approval of the Commissioners would be a neces: 
condition precedent to the final adoption of any suc 
schéme. 

On the motion of Mr. SomERvILLE, the senior practitioner 
of the town, a Committee was appointed to thresh out the 
scheme to consist of nine representatives of the Sick 
Benefit Societies and four representatives of the medical 
profession nominated by the Local Medical Committee. 
Dr. MarsH agreed to act as honorary secretary pro tem. 
and to convene the first meeting. 


IRELAND. 

, DeputaTiIon TO Mr. RepMonp. 
A DEPUTATION from the County Waterford Medical Associa- 
tion had an interview with Mr. John Redmond, M.P., on 
February 10th. Dr: Powrr, who acted as spokesman, put 
forward various points, and among others inquired if the 
special grant of £50,000 was the sole amount available for 
certification p in Ireland. Mr. Repmonp, in reply, 
said that the whole of that sum could not be applied for 
certification, and that its disposal rested with thé Irish 





Insurance Commissioners. Various other points were 
raised, to which Mr. Redmond made reserved answers. 
He concluded by advising the medical men in Ireland to 
give evidence before the Treasury Commission, adding 
that the system of medical benefit in England could only 
be applied to big centres in Ireland, such as Dublin and 
Belfast; some other method would have to be devised to 
deal with areas of smaller population. 


Tae Treasury Commirree on Mepicat BeEnerir. 

It was originally intended that the Treasury Committee 
appointed to inquire into the advisability of applying to 
Ireland the provisions of the National Insurance Act of 
1911 with reference to medical benefits should meet in 
Belfast on February 17th and 18th, but the sitting has 
been postponed to March. 

A general meeting of all the profession summoned by 
the Belfast Division and the Belfast Medical Guild was 
held in the Medical Institute on the afternoon of February 
13th. Sir Joun Byers was elected Chairman, and a very 
large number of medical men were present. Dr. George 
Elliott acted as Secretary.. A report of the subcommittee 
lately appointed to consider the matter was submitted and 
discussed, and, after a spirited debate, Dr. R. J. Johnstone, 
Dr. Geo. Elliott, Dr. MacIntosh, Dr. Stanley B. Coats, 
and Dr. O’Doherty were appointed by ballot to appear 
before the Commission and give evidence. Much interest 
was shown in the proceedings, and the speaking was full 
of matter and to the point; the Chairman's tact, fairness, 
and firmness brought a difficult task to a successful issue, 
and the profession seemed to have every confidence that, 
despite the numerous minor clefts, the interests of all 
will be well looked after by the gentlemen selected, and a 
firm and united front shown. 


Tue Insurance Act In CasHEL. 

The Cashel Board of Guardians have come to the con- 
clusion that it would be much to the advantage of 
the various benefit societies under the Insurance 
Act if they agreed to pay for their members’ 
maintenance in hospital. The guardians could refuse to 
admit the insured persons to hospital if ‘the societies 
refused to pay. If the patients remained outside they 
might be drawing 10s. sick benefit for six months, 
whereas they might be only a week or so in the hospital, 
and this would be a considerable advantage to the 
societies. Accordingly it was unanimously resolved to 
pass the following: 

That the relieving officers be directed to demand from 

rsons of the tramp class seeking relief his or her 
nsurance card, and to refuse admission to the workhouse 
unless the card is produced, and to inform the master in 
every instance whether the applicant is an insured person, 
and to name the society. 





CORRESPONDENCE, 


Tue Inquiry ADDRESSED TO THE REGISTERED MEDICAL 
PRACTITIONERS BY THE ASSOCIATION. 

Dr. Henry Dickman. (Sheffield): I trust the Associa- 
tion’s circular will be answered. by. every medical man. 
I believe if certain modifications are introduced we shall 
be more satisfied than we are at present, and these to my 
mind are: : 

1. That the dispensing should be given to us—at all 
events, it should be sae optional. Every medical man 
should be given the 9s. per head. If he prefers the dis- 
pensing to be done by the chemist, the cost of his pre- 
scriptions should be deducted from his 9s. It seems out 
of the question that 2s. per head would cover the cost of 
the chemist. As 9s. a is all that could be got for 
medical benefits, it is. evident that this sum will be 
divided between chemist and doctor to the detriment of 
the latter. It is therefore necessary, for other reasons as 
well, that we keep the dispensing in our own hands. ; 

2. The treatment-of venereal diseases should be paid 


for by patient, : Pe 

3. that all minor operations and anaesthetics be paid for 
by patients as before under the club system; patients 
too poor to do so have the hospitals. 

Wo sumuek very well object to some public control when 
we are paid out of public money, and it seems to me that 
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the regulations are fairly reasonable for the investigation 


of complaints. Of course the. most ideal system is aboli~ | 


tion of the panel system and payment for work done per 
scale, so that all are.private patients. 


Tae Present SrrvaTion AND Furure Po icy. 

Dr. Harrorp Epwarps (Markyate, near Dunstable) 
writes: I do not’ know whether my opinion and experi- 
ence 80 far as*it goes —and it seems to me ‘too soon for a 
definite opinion—is of-any value, but if -it is you are 
welcome to it. I am not sure either whether it will apply 
to many or most country practitioners, but I should say 
it does. I have at present something over 900 insured 
persons on my list. : 

1. Of these a certain number formerly were private 
patients who paid, and included in this section are two 
or. three employers of. labour who, one would suppose, 
must be:making a gross income of more than £160. To 
me this is iausmaterial, as there are so few. 

2. There are, of course, a large number—the largest— 
of people who were formerly “club” patients, paying 4s. 
per annum. 

3. In my practice there are included a considerable 
number who though not club .members, and who did 
not get a “parish” order (I am a Poor Law doctor) have 
never (a) paid anything whatever, or (6) have only paid 
in driblets, or by employing a collector, or by “ county 
courting’ them. 

From the purely financial standpoint this seems to 
point to an improvement, and on the same side must, 
I think, be put a possible improvement in one’s relations 
with patients—that is, the question of payment does not 
come in. 

I mention these points as I cannot help thinking there 
must be many in like circumstances, who therefore would 
not be inclined to leave the panels without some ve 
definite and positive alternative policy. A mere return— 
it were possible— to the old conditions would not appeal. . 

I ma me | I have always voted against going on the 
panel, thong I am on now. ; % 


Dr. Frrz-James Motony (Porlock, Somerset) writes: 
Some of the letters. appearivg in the Brrriso MEpicaL 
JOURNAL seem to show a spirit of needless panic. The 
profession has been outwitted in the first fight simply 
because it was not ready, but if the present panic leads to 
proper organization it will have done some good. 

The proposals by Dr. P. R. Cooper and others 
that payment-for work actually done should be adopted 
are absolutely futile. This is clear from the fact 
that a panel doctor living in a large town, with 
his thousand or more insured patients living near him, 
could run up accounts to an unlimited extent. The 
patients would not have to pay, and would be gratified by 
the frequent visits, but the payment would come from the 
pooled funds as far as they went, and out of the pockets 
of the other panel dectors: It would mean a’scramble for 
the pooled money, and would lead to no end of trouble. 

I do not suppose it is seriously suggested that the State 


should provide for fifteeu millions of workers by payment’ 


per attendance in the ordinary sense, and pay their 
medical bills, whatever the amount.’ This being so, the 
capitation ‘system is the only possible one, and if the fees 
were increased, and the mileage question settled, it would 
—— Surely all this has been threshed out 

The British ‘Medical Association deserves well of the 
profession for the fight it made, bat the machinery of a 
scientific body is not adapted to fight a Government. It 
has been suggested that every medical man should join 
the British Medical Association, but this does not meet the 
case of those who take the Lancet or some other medical 
paper. I would suggest that the Journat be dissociated 
from the British Medical Association; that the SuppLEMENT 
be called “The Proceedings of the British Mudical Associa- 
tion,”--and~be-issued with all ‘the’ medical periodicals. 
Alternatively, a smal! i be charged .each member 
for enrolment in the British Medical ‘Association, entitling 


him to a copy of “* The Proceedings,” and he could make 


his own atrangements about a medical’paper. «= * -. -- 
The British-Medical-Association of the future will -have 

strenuous fighting work’in addition ‘to its scientific-woerk, 

and the-machinery will have to be altered.’ For one thing, 


. seem hopeless that we shall be able to ‘ré 


‘physical character. 
wastrel and: a 





it is idle to expect that.competent men, such as we want 
on our Insurance Medical Committees, will -work er attend 
meetings without being paid for it. Directors of com- 
panies are paid, and theré is nothing derogatory in the 


} idea.. Reward sweetens labour, and.it would all make for 


efficiency, . The Medical Committees must be such as can 
be. relied: on to safeguard medical interests, and it -will 
probably be necessary to:provide permanent lgal help to 
enable them to meet Insurance Committees on anything 
likeeventerms. —— aes ; 


' Dr. G. McGrecor (Southsea) writes: In Dr. O’Sullivan’s 
letter in the SuprirmEnT of February 8th ‘/he gives figures 
which show that only about 10'per cent. of the members of 
his Division took the trouble to be present at the annual 
meeting of the Division when important elections were to 
be decided, and he also shows how leading members of 
the Executive violated the pledge. Although I am not 
surprised to read that account of a Division, the facts are- 
none the less deplorable, aud it was because I knew that 
such a state of affairs existed that I felt it to be my duty 
to endeavour to urge men to take a more lively interest in 
the real business -affairs of the Association, instead of 
leaving it to the few. I believe that thé state of things 
shown by Dr. O'Sullivan exists in ‘the large majority of 
the Divisions and except some very exciting business is on 
hand, such as the immediate loss of our liberty and all we 
hold dear, members ‘are content to pay their ‘subscriptions 
and scan the JovknaL, and that is the extent of their 


- interest in the Association. If these conditions are to go 


on it is useless for members to look to the 

help them fight their battles, and al h it'does almost 
we sh y on the men to 
hold closer ‘together in’ the ‘futtiré, we mast not give in 
without a further attempt to rouse our co fues to‘a 
sense of their danger. The Association could have gained 
every single point 'in the late s le and will be able tc 
do so in the future if every single member will only show 
a reasonable interest in its affairs instead of putting them 
aside to be the very last matter to be attended'to: Is the - 
profession content to'stand idly by and see itself plundered 
and broken? If not, then m the name of that “ia 
reasonable, let us act like sensible men and use our 
Association—cail it trade union if you will—to the best 


possible advantage, and at once. 


Dr. Artuur Kine. (Bow, North Devon) writes: True 
there is promise of some amelioration, but at present the 
more one tries to work the Insurance Act more it 
seems to resemble an insanity. Just as in madness 
there is probably an underlying perversion of idea on 
which the whole superstructure of conduct is built, so in 
the National Insurance Act a stupendous‘fallacy supports 
all its tearful and wonderful unworkable complexity and 
detail. The framers forgot that the people for whom 
they were legislating are by nature human—not nine-pins 
—and react. to surroundings: It was a ‘similar simple 
calcalaticn and omitting the human factor that lost to us 
the United States... . : 

In commerce it is ized—though the principle is 
apparently unknown to the Government—that when 
strawberries are half the price the consumption is 
doubled, — ‘it roughly; and yet the Minister 
responsible - ly imagines, when medicine is given 
for the asking, the demand will remain the same. - 

Be that as it may, the doctor is asked, or rather’ 
compelled, to accept. the -remuneration® calculated on 

itions previously existent. At best, contract practice 
is the illegiti offspring of. charity degraded into 
a catenpenny toadde, and has become curse of the 
profession. is a matter of regret, in the interests of 
the profession and the public, that the General Medical | 
Council cannot take steps in regard to it similar to those 
towards advertising, which is, compared with contract 
practice, in its remote effects a minor sin. -It' lowers the- 
status, lessens the weight of medical opinion on matters 
vital to the nation, and affects evilly the moral and 
It is the: last straw of the medical 
drag and -hindrance to the painstaking 
practitioner. i eomteaigns Duce: Peiaale 

‘Anxious to get theit own back, for every trivial ailment 


the insured sick and medical benefit: Thiseventua y 


-grows into.a habit and: custom. “There should be so: '« 
restraining 


ag influence t0:protect’ the doctor’ against thes: 
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frivolous calls which absorb his time, and leave the less 
for the investigation of honest sickness. 

The Government have plunged into a vast experiment 
without consulting those well qualified to inform them 
how good can best come out of it. The Act abulishes all 
those natural checks of individual responsibility which 
kept the clamour for assistance within reasonable bounds, 
and then the Government calmly plants the burden on 
the shoulders of the profession; and charges them with 
trying to wreck the Act because they find it unworkable. 
Every benefit is tainted with an injustice to the sweated 
doctor. ‘Labourers it appears have rights, and are entitled 
to consideration—doctors not. One hundred hours a week 
and night work is not excessive for us, whereas half that 
for them is slavery and bondage. 

There should be no longer any sentiment in the matter. 
The Government hasundertaken the care of the sick and its 
duty is plain—to see to it and give proper remuneration. 

The doctor when he .has paid his poor rates has done 
his part like-the ordinary citizen who is not again called 
on to supply, say, tea and sugar to pink cards at below 
cost price. 

Is there a trade or profession, save ours, that would 
have been subjugated by threats of vengeance, to ruin 
our livings and practices by the importation of doctors ? 
Is there a trade or profession that would accept a closely- 
calculated capitation to supply. necessities ad libitum ? 
Would railways or tailors supply free travelling or trousers 
for, say, 10s. a year because statistics showed this was the 
average sum spent per head before ? 

If Mr. Lloyd George is sincere in his spoken word he 
might still make amends for the harm and the wrong he 
has done tho doctors and the people. ‘: Doctors differ.” 
Many like myself object to the introduction of a gamble 
into professional work. I desire to receive fees for the 
patients I treat and not for the people I do not treat. 
Surely this is not peculiar, nor does it constitute a 
specialist. aba 3 

When a Government tries. to grapple with big questions 
- it might well bear in mind that of the things we see the 
most important part is that which we do not see. 


ConTRACTING OUT. 

Dr. B. G. M. Baskerr (Thundersley, Essex) writes: 
I do not “cavil at the word ‘tax’”; on the contrary, 
I think it isthe proper term. But it should not be used in 
connexion with the word “insurance.” If-it is a tax, the 
employee’s contribution is not an insurance premium; if 
it is a@ premium, it is not a tax, but a trust, and the 
addition of a Government bonus makes no difference to 
the-sanctity of the trust. -Therefore the insurer plainly 
has an indefeasible right (not “indefensible,” as printed) 
without conditions to his benefit. For, pace Dr. Adams, it 
is not.possible that any insurance company for the richer 
classes should make conditions as to the way their 
insurers spend. their money when earned by their 
premiums. Any conditions are known and agreed to 
before the contract is made. The absence of contract 
makes this law a Poor Law and justifies the imposition of 
conditions after the “ policy” is taken out. But it would 
have been fatal to the bill to have said so, and may yet be 
fatal to the Act when once the people most concerned 
realize that Ministers have despaired of their ever reaching 
a position in which they can pay for what they get without 
help* from taxes. If the relief came from the rates, no 
incubation period would have been needed for the 
realization. : 

That real supervision by a lay committee must be fatal 
to any scientific body hardly needs arguing, especially if 
the Insurance Committees, like the guardians of the poor 
and other non-political bodies, come, as inevitably the 
will, to be elected on political platforms.. This is notori- 
ously the case in Germany. Dr. Adams's reference to the 
services--is- unfortunate, because the disastrous results of 
subordination of the profession in the army have been 
confessed and remedied by the recent changes. 

I do not know- whether he means himself to justify the 
Act: or is-merely quoting others -when he -says: that its 
ratson @étre is the failure of the voluntary principle. - But 
that is what-the authors of the Elizabethan Poor Law 
said; and, legislating for the moment,’they multiplied the 
evil tenfold for the future. Dr. Adams must needs admit 
that the voluntary principle in England has been followed 





by the lowest death-rate of any industrial community in 
the world, with the doubtful exception of two where 
individualism has conspicuous sway, while in Germany, 
where State meddling has reached its triumphant 
apotheosis, the sickness-rate—explain it how you will— 
has greatly isicreased, ‘and the p against tuber- 
culosis is acknowledgedly far behind our own. 

Rome was not built in a day; our progress, though 
necessarily seeming slow to us while watching, has been 
immense. There is no evil against which the Act is 
directed which would not have been ameliorated by 
raising wages and the standard of living.- By relieving 
taxation Ministers could have raised the wages of every 
man and woman in the country and left them free; 
instead they have chosen. to increase taxation and to 
impose what must ultimately come to be an appalling 
burden. -Personally I have not yet come across a medical 
man of long expericnce- who does not see in the Act a 
menace as well-as an inignity to the class it hopes to 
benefit. We shall do our duty by that class, as we did 
before; but I hope that every man who sees clearly the 
real meaning of this measure will do his utmost to educate 
the people with whom he comes in contact with a sense 
of the invidiousness of imposing special laws on a man 
because he has less than £160 a year. ‘ 





Votuntary Payments To Panet Doctors sy INsuRED 
Persons. 

Dr. J. Curuspertson Waker (Rochdale) writes: As a 
considerable number of insured persons are desirous of 
ignoring the medical benefit provisions of the National 
Insurance Act, and have intimated to their doctor that they 
wish to be attetided by him in the ordinary way, in spite 
of the fact that he has accepted them as panel paticnts, 
I have taken legal opinion on the following question, and 
have received the reply which is given below: 

Question.—Is it open to a practitioner on the panel to receive 
payment voluntarily made for treatment (such treatment being 
within the competence of a general practitioner) rendered to an 
insured person under his care, such an insured person not 
being a person who has made his “‘ own arrangements ”’ in the 
manner provided by the Regulations? 

Answer.—As the Regulations stand, I think it is open toa prac- 
titioner.on the panel to receive voluntary payments for treat- 
ment within the comp2tence of a general practitioner. 


: MILEAGE. 

Dr. L. L. Tuary (Ewyas Harold, Hereford) writes: Already 
we can sec one great misiake we made. Mileage does not 
affect the town medical man at all, but it does the rural 
very seriously. We rural men must combine. It was the 
mass of the town votes which dragged us down. I propose 
that rural practitioners combine. We already know that 
the number of insured in each practice (rural) is but few. 
There are only 1,200 in Dore Union, with five resident and 
three just extra-resident. We could afford to do without it. 
We should combine and force mileage. It is quite certain 
that Mr. Lloyd George could not import.medical men at 
£300 a year— who would live a most uncomfortable -life, 
and often not find a place for his motor or horses—to earn 
only about £60. The rural areas could not be grouped, 
because sick people cannot walk very far. 

A pledge from the others also to resign en masse if a man 
is imported to prevent just mileage, and the thing is done. 
We must get mileage guaranteed after two miles. It can 
easily be done ; but we must not be overweighted with the 
votes of the pleased town doctor, for whom miles have no 
terror and where it would be possible for Mr. Lloyd George 
to import. The Act is a poor matter to the rural doctor. 


FRIENDLY SOCIETIES AND THEIR AGED AND INFIRM ° 
MEMBERS. 

Dr. Cuarces E. Morris (Holywell, N. Wales) replies. to 
Dr. Kidd's letter (SupPLemEntT, February 15th, p. 162) as 
follows: His kindly feelings are to be commended and 
raise our admiration; but would do so still: more if -he 
offered to treat these-old friends for, say, the same rato as 
before, or still greater height of altruism would he attain 
if he attended them for nothing; having taken their 
contributions for so many years. 

Does not Dr. Kidd know thatthe State has by statute 
imposed on the Insurance Committee the duty of making 
arrangements with duly qualified medical practitioners, 
under regulations ‘made by the Insurance Commissioners; 
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and being such as to secure the provision of medical 
attendance and treatmént on the same terms as to 
remuneration for uninsurable aged members of friendly 
societies as for insured pérsons? The benevolent inten- 
tion being, no doubt, that as some compensation for the 
segregation inflicted upon them by the State, these 
veterans of labour should, when ill, be not attended at 
any different rate to their fellows who are insured, and 
thus they escape invidious treatment. 

Where the money is to come from is not clear, and, if 
the aged member cannot provide it, it becomes the duty of 
his lodge, or his Order, or of the Insurance Committee, or 
of Parliament, to find the money to carry out the = 
explicit terms of the statute, 





‘LOCAL MEDICAL COMMITTEES. 


Under this heading it is proposed to publish regularly 
reports of the meetings of Local Medical Committees. The 
honorary secretaries of committees are invited to send 
reports, which it is suggested should deal as far as possible 
with matters of general interest to the profession through- 
out the country to the exclusion of details mainly of local 
concern. Reports should be received not later than the 
first post on Tuesday in each week. 


Boorre. 


At a meeting of the members of the profession resident in 
the County Borough of Bootle held on January 20th, a 
Local Medical Committee was elected consisting of ten 
members. Application was made tothe National Insurance 
Comniissioners for recognition under the Act. This has 
now been granted, and the first meeting of the Committee 
was held on the evening of wage mem 15th, when eight 
members were present. McCormack was elected 
Chairman, and Dr. Walker “ea, Merton Road, Bootle) 
Secretary. . 





Meetings of Branches and Dibisions. 
BRANCH: 


METROPOLITAN COUNTIES 

Wiuespen Drvision. 

A sPECIAL meeting of the Division, to which non- members 

were invited, was held on February 4th. . Twenty-nine 

were present. In the absence of Dr. James, Dr. MacauLEY 
was elected to the chair. _ 

Report of Representative.—Dr. Macevoy gave his report 
as Representative and answered questions, and was 
unanimously accorded a vote of t 

Report of Provisional Medical Committee.—The Hono- 
RARY SECRETARY reported that the committee. had: applied 
for recognition, but had not yet received a reply. On 
the question of expenses, the Honorary Secretary was 
instructed,to write for further information. 

Report of Middlesex Medical Committee.—Dr.:Macrevoy 
reported that the committee had (1) applied for recog- 
nition; (2) had decided that each Division should elect 
a? correspondent ” for the purpose of informing the. other 
Divisions of any resolution passed and action taken by his 
Division affecting the interests of other Divisions, etc.; 
(3) had recommended that steps be taken to canvass the 
medical practitioners in all Divisions of Middlesex with 
a view to ascertaining whether they will or will not 
apply or reapply for service on the panel after April 15th 
it more geumwer Ge terms are not offered. The meeting 
expressed. sympathy with the action of the Middlesex 
Medical Committee. left to that committee the nomina- 
tion of candidates for the Insurance Committee, and 
appointed Dr. Skene correspondent. 





MIDLAND BRANCH; 
Kesteven Division. 
THE inaugural meeting of the Kesteven Division was held 
at Grantham on February llth, when ‘the officers were 
elected... 2.» 
Chairman, Dr. G. W. Shipman (Grantham); Vice- 
Chairman, Dr. T. P. Greenwood (Startford); Horcrary 


anes by me. 





Secretary and Treasurer, Dr. C. H. D. Robbs- rig sae 3 
Executive Committee, Dr. H..T. Benson (Market Deepi 
Dr. J. C- Ellis (Metheringham, Liticoln): Dr. J, . Galle 
(Bourne); Dr. O. Giles (Sleaford); Dr. J.-A. Silly 
(Woolsthorpe). 

The rules of organization were adopted and the ethical 
rules in their entirety. 








Association iia: 


ANNUAL REPRESENTATIVE MEETING, 1918. 


DATE OF ME: MEETING. 
Tae Annual Representative. Meeting of the Association, 
1913, will be held at Brighton on Friday, July 18th, and 
following days, as may be required. 


NOTICES OF MOTION: LAST DAY FOR RECEPTION. 


ATTENTION is drawn to the fact that Notices of Motion 
from Divisions and Branches for the consideration of the 
Annual! Representative Meeting at Brighton in July next, 
relating to questions affecting the honour and interests 
of the medical profession or of the Association (By-law 37), 
must be published in the British Mepicat JouRNAL not 
later than the issue of April 19th, and for this purpose 
should be received ‘by me not later than April 12th, 1913. 
Notices of Motion proposing to make any addition to, or 
any amendinent, alteration or repeal of any Regulation or 
By-law, or to make any new Regulation or By-law (Article 
31), must be published in the Journat not later than the 
issue of May 17th, and received by me not later than 
May 10th, 1913. 
3.3 By Order, 
; nner ALFRED Cox, 
February 4th, 1913. Medical Secretary: 


ELECTION: OF GOUNCIL, 1913-14. 


Notice is hereby given. that nominations for a candidate 
for the election as a Member of Council by the New 
Zealand Branch for a period not exceeding three years 
as prescribed by By law 49 (2) must be forwarded so as to 
reach me not later than Tuesday, April 15th, 1913. ; 

Nominations must be made either by any Division, or by 
any three Members of the Branch, in the form prescribed 

low. 

Election will be-by, voting . papers, and. ‘chose will contain 
the names of all duly nominated aes and will be 


By Order of the Counesl,- 
H. E. Gipss, . ‘ 
Honorary Secretary, New Zealand 3 
Branch. and Returning Officer.’ 
123, Willis —— Wellington, New Zealand. 
Fe bruary 22nd, 1913. 


NOMINATION FORM. 


By a Division oR BY NOT LESS THAN THREE Mewpers : or’ 
THE BRANCH. 


We, the undersigned, hereby nominate 





as a candidate for election by the New Zealand Branch 
above named as a member of the Council of the Association. 
Names and addresses of nominators, and Branches to 


which they belong. / 


Branch, 


This form should be dotnenea to Dr: H. E. Gibbs, 
123, Willis Street, Wellington, New Zealand, not later 
than Tuesday, April 15th, 1913. 











FEB. 22, 1913.] 


NAVAL AND MILITARY APPOINTMENTS. 


Darriew Mepioa, SoUmas 


205 








BRANCH AND DIVISION MEETINGS TO BE HELD. 


BATH AND BRISTOL BRANCH.—The fourth ordinary meeting 
of thé session will be held at the Museum, Bath, on Wednesday, 
February 26th, Dr. Roxburgh, President, in the chair. A die. 
cussion will be opened at -m., by Dr. Mervyn Gordon, on 
“The Present Prospect and Limitations of eatment by 

Specific Measures. in the Commoner Bacterial Infections.’’— 
Wa ne and NEWMAN NEILD, Honorary Secretaries, 


BIRMINGHAM BRANCH: COVENTRY DIvIsIoN.—A meeting of 
this Division will be held at the Coventry Hospital on Tues BY, 
— 4th, at 8.30 p.m. 

— to the Coventry Dispensary.” 

ical Rules as recommended by the Association. : 
receive communications. (4) Dr. Wynne wiil read a pa 
“The Réle of Tubereulin in .Treatment of Pulmonary; 
culosis.”-—DUNCAN DAvIDsoNn, 15, Priory Row, eee 


METROPOLITAN COUNTIES BRANCH : 
next meeting of the Division will be held at the’ Manet Lodge, 
Upper Clapton ry invitation of Dr. C. F. Hadfield), on 
Tuesday, March 12th, at 9.30 p.m. Clinical evening: Cases 
and discussion. The’ Honorary Secretary. will be- glad to 
receive notice from members desiring to show cases or read 
short abstracts by February 28th.—A. G. SOUTHCOMBE, 83, 
Sidney Road, Homerton, N.E. 


MIDLAND BRANCH: LEICESTER AND RUTLAND Drviston.—A 
meeting of the Division will be held at the Royal Infirmary, 
Leicester, on Wednesday, February 26th, at 4 o’clock. Agenda: 
Minutes of the last mee’ 1g. Clinical cases: Other business. 
—R. WALLACE HENRY, Honorary Secretary, 6, Market Street, 
Leicester. 

NoRTH OF ENGLAND BRANCH: NEWCASTLE-ON-TYNE DIVI- 
SION.—It has been found necessary to again alter the date of 
the demonstration arranged by the Newcastle-on-Tyne Division 
to March 28th, when Professor R. A. Bolam will lecture on 
Medico-legal Tests for Blood.—R. J. WILLAN, Honorary 
Secretary, 25, Ellison Place, Newcastle-on-Tyne. 

STAFFORDSHIRE BRANCH.—The Second General Meeting of 
the Session will be held at the Swan Hotel, Stafford, on Thurs- 


day. DS edages | 27th, 1913. The President, = C.' Stack, Esq., ‘ 


C.8.I., will take the chair at 5.15 Business: (1) 
Minuten of the last Ordinary General setting. (2) Corre- 
spondence. . (3) Exhibition of Living Cases. ( ) Papers: (i) 


‘*Mouth-breathing and Deafness,’’ John Priestley ; iy. * Notes 

and Remarks on three Pathological Specimens removed by 

Abdominal Section,” F. N. Cookson. (5) Exhibition of Patho- 

logical Specimens, | etc. _Dinner,7 p.m.; charge, 5s.—HAROLD 

— Honorary General Secretary, Basford, Coomeoe- 
rent. 
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ROYAL NAVAL MEDICAL SERVICE. 
THE following notices of retirement and appointments have been 


announced at thé Admiralty:: Deputy Surgeon-General JoHN J. 


DENNIS, M.D., to the President, additional, for temporary. service in 


the ‘Medical Department, February th, 1913. Staff Surgeon WILLIAM 


. B. SmrrH to the Royal Arthur for medical charge of voyage home. 


Staff Surgeon EvwaH R.. L. THomas to we pnetiont temporarily, - 


February 15th, 1913. Surgeon A. FarriEy, M.B., to the Vietory for 
Royal Naval Barracks. . 
Fleet Surgeon ARTHUR SYDNEY GORDON bas been placed on the 


retired list at his own request, February Ist, 1913. 


ARMY MEDICAL SERVICE. 
Royan ARMY MEDICAL CoRPs. 

Major E. F. Q. L’EstRANGE to command the Station Hospital, 
Cannanmore. 

Major FREDERICK W. Harpy, M.B., to be Lieutenant-Colonel, vice 
C..E, Fannce, January 26th, 1913. 

The following Captains to be Majors: GEoRGE F. SHEEHAN and 
EUGENE RYAN, JOHN H. BARBOUR, M.B., January 29th, 1913; Captain 
RICHARD C. WILSON, M.B., February 3rd, 1913. 

Captain A. H. tT. Davis to command the Station Hospital, 
Malappuram, 

Captain J. H. GuRLEY has been posted to Netley Hospital as 
Specialist in 1 gy ag ty 

Major E STEEL has been appointed to the Medical Charge of 
Troop: at ume, vice Lieutenant-Colonel H. P. Etki:gton. - 

The undermentioned Lieutenants to be Captains, January 3lst, 1913: 
GILBERT H. Dive. Lionet C. Hayes, M.B., RopERT GALE, M.B., 
ALFRED G. JONES, M.B., ee ComyYN, FREDERICK B. LAtna, M.B:; 
ArTHour 8. CANE, JoHN M. WEDDELL. CHARLES M. Nicon,' M.B.. 
ArtTHuR P, O’ConnoR, MB, Tuomas H. Dickson, M.B., Huer G. 
RoBERTsON, M.B., HERBERT V. Stanuey, M.B., Pap *O. FIELD, 
RonaALD M. DAVIES, M.B., RicHarD C. G. KuKeap, M:B., Epwarp C. 
Stoney, M.B., THEODORE W. Srauttyprass M.B., VicToR ¥ 
HUTCHINSON. 

Lieutenant W. B. Larrp has taken up duty in the London District. 

Lieutenant R. C. CARLYLE has taken up duty in the London Districi. 

earns J. H. 8. SHIELDS has taken up duty in the London 
District 

The undermentioned Lieutenants from the Seconded List are re- 
stored to the establishment: WALKER W. Pratt, M.B., a1 d EDwarD 

A. Stra, January 26th, 1913. Curnpert J. H. LrrriE, M.B. ; 
re ‘ANKE C, CowTaN, ARTHUB A. M. Davies, and Lestiz DunBar., M.B. 


(1) To discuss the ethical procedure in | 

(2):To discuss the new.- 

(3). To , 
ron - 
ber- 


CITY Weide’ Leia 





' The undermentioned: Lieutenants are confirmed in their rank: 
(WILLIAM Bs Larnp, Frances R. B SKRIMSHIKE, ener gy B. 
Haury C. Toop, M.B., MAURICE Sy ay or BLAKE, M.B., 
RoBERT W. VINT,: M.B., HarRo_p L. ALLorr, cea Hare, M.B., 
‘ROBERT A. FLoop, M, B., Ertco C, vobeg M.B., LEoronp T. Poous. 
M.B., THomAS H. BALFouR, M.B:, REGINALD E. PortER, M B., HucH 
J. 8. SHIELDS, Pierce M. J. PowEr, Epwarp V. WHiTBY. M.B., 
Epmuusp U. RussELtt,:N RMAN W. Seergee M.B., RicHARD .B. 
‘PHILLIPPS, JAMES C. SPROULE, GrorGE F ALuison, RoBERT C, 
CARLYLE, M.B., JonN E. Ry F, PAaNTON, M.B. 


TERRITORIAL FOROE, 
First Bome Gowities Mulonbylancon actatn Jase S.W 
irst Home Counties ieltl Am nee.— AMES ARRACK, 
M.D., to -be'Major,;Jan 195. “Gaptann ARTHUR T. FALWASSED 
resign @ hin cd mission, February 86h, 1913." 2.2t 3 Foe ee se 
‘Third "South: Midland’ Fiel vAmbidance. Captain Puncy. -Moxry 
from ae = -of ie Moers s ete A Units oth r ‘tuan Mesical Units to 


e a! dg YS eel 
“Third ‘tidy Fee in Baal Ge ambulanse 
‘be Lieute: yey be be sper a January, vai 


ancashire Y Ambu saat, Wizson H. 
G. HEY, M. F.R.C.S.; to bs Cap ain, Nieoshiber e ope 
wo fel 


URTLE, MB. to 


Third Northumbrian — Ambulance ON RANSON, 
a 8, be Lieutenant ebruary 8th, 


First Nort ern. Field’ Hospital. steele 5 Ge iE CHARLES 
Pysvs, M.B.! F'R.CA.. from thelist o' offi*éts, whose services will .be 
available on ‘mdbilization, to be Captain.inthe, peruianent personnel,” 
' February 8b,'1-13: Captain FREDERICK C. BUS, M. B., F.R.C.S , to 
be Major, ruary- 8th, 1913. j RIPDPP2 

Attached’ Gane other than Medical. Tate Lieutenant Percy T. 
ToePruTt, to ‘be Captain, ‘December '18th; Captain DaNIEL O. 
Kern, M.B.,’and Lieutenant ALFRED'I. ‘aadeheapes WALWIN M.D., 
have resigned - their ‘commissions, ‘February. 5th,; 1913. HOMAS 
Brown, M.B:? October 3rd, 1912. ALBERT “A.}Guyy, M:B.; December 
16th, 1912." Lieutenant Epwanp C. RYALL, F. 0.3 1, has résigned his 
commmiasion, Febru +1913. 

For Attachnient to’ Units ‘other than , Medi it Units _Grorer 
, HENRY WATSON to be Lieutenant, January 6th, 1 15. SEENES WILLIAM 
' 8. HILLS to be Lieutenant, January — 1915." : 


Special ‘Reserve; to 





CHANGES OF ST ATION. ‘ 
THE following changes of sta’ion amongst the officers of the Ai m7 
Medical -ervice have been officialiy reported to have eo plac» 
during December, 1912: ,: 
: ‘FRom 





_Surg.-Gen. ie oF Anderson ©... oa Lucknow ace, ae b'Comma. 
SOG: pyaetead hen pays ~* :'Lu Bab ° 
Colonel H. i Barratt oe Allahabad...’ ros 
Lieut.-Col. A. T.’T. Lilly © nie te fae - ol Vies Cols 
“ g. C, Reilly: .. a Colaby -: .. Belgaum. 
a ‘Ty. =! @teon; M.B. ‘Banga ore..." Fermoy: 
Gs J.8. — M. i. .. Allahabad Agra. 
PP J. Fallo .* Dalhousie Lahore. 
of R. J. Windle. ™. B. Dublin ... .. Poona. 
36 J. Ritchie, M.B. . Dalhousie- ... Ferozepore. 
vs H. I. Pocock.. .. Murree... «. Campbellpore. 
ok J. W. Bullen, M.D. o. A-Ya Meerut. 
+3 W. T. Mould.. — a Barrackpore ... « Fyzabad. 
oe A. W. Bewley .. Ranikhet ... Meerut. 
ss R. J. Copeland; MB. ie “ye Timers York. 
2 yne |; , a 
oe LP Rad W. Mawhinny,. oe . Jullundur. 
“Major FE. W. Hardy, MB. ¢!"... -,Colehester .. Lweknow. 
» | N. Faichnie, M-B.20. 0) we. a Mow, 2.02... “Delhi. >» 
». FW bie Pen. 4... 7 6. Kal tee ~ < 2. Mhow. 
» J: Hennessy, M.B. ive a. Cosiiam,. ... India. 
»  D.J. Célins, MD:-~5: '. ...°sDublin'.: >, 1... Bangalore. 
» 8. F. 8t.D, Green: M.D.” - ,..") Aldershot ©...’ Quetta. 
» G. T.K. Maurice 1126 2. “Tidworth }-.. Reading 
» J.D. G Macp n,.M. B. aS narhi -. Kamptee. 
» R.S8. 8. Puhr, D.9.0% 2." _:..-Woebwich’* .... Colchester. 
» G.J.S. Archer; M:B.’ * o> V..Maymyo :-: ...: 8. Commd. 
»  8.O Hail .. @ 4." Fermdy ; ... Karachi. 
» GB. Crisp... 2.2. ee we 2 i." Mhow ... , °...' London 
» W.B.Winkfield “. ... «..° Ambala’. .... Maymyo 
o  OeGeGiMac a asc: a." Maymyo .. Rangoon, 
» G.J.A. Ormsby, M.D ..Landour ,_... Meerut. 
» F.J. Palmer —; -. .Meerut” .. Jutogh. 
+». H.C.R. Hime, M.B. 2 2" Madtas . Bangalore. 
» A.A. Seeds, M. .” Kasauli_, +... Rawal Pindi. 
» A.M. recon hlin, M. B. _SecunGeérabad * ras. 
» FE. Ws Cot ... |, Fleetwood ° .” India. 
ee 3 W Gker, FRG. 8.1." mi Me genie ‘... Fort Camden, 
2) : alps 's ~ Queenstown 
, 1" Bae i 4~ i) afarbour. 
» d.H. Robinson” se ve ote Caleuite, \ a. Peshawar. 
eee Brunseil 2. i. pedi py Dublin: 
» J. 8. Bosto k,M.B. * 22°: o> Ranil ei ws Bera. 
»  H.F. Shea, M,B.'... *...° o> Dagshai; ; .:: Ambala, 
T. B. Uawin, 4B. ‘ue wee Caterham = London. 
J.L. Jones ... sea = Secunderabad Calicut. 
Captain =. H. Barbour, M.B.’ =: . Nowgong '° .:. Kamptee. 
pe J. McKenzie, M.B ~~ *:. Pirbright  ... Caterham. 
re z WS. Seccombe Taunton -* J Devonport. 
i R.J. Franklin A Sey ST Fort Camden, 
' Queenstown 
Harbour. 
A F. W. W..Dawson, = Kasauli «. Anrbaia. 
” B.G.Pateh ¥ >. York . .. Bradford. 
" _N. EB. Dunkerton ‘os . Bradford — ... Pontefract. 
a J. Fairbairn; M-B. ¢ «.: Dublin... wi) West,Africa. 
o - M.Dvabérn® Soe 25 Sheernéss, ...:. Bermuda. 
es C. Ryley... : see “i ee rs 
» P.CiT. Davy, M.B. ... ... -Jutogh .. Chatham 
aS G. A. D. Harvey i .. London ‘Dist. RB. A.M. Coll, 
A G.R. —— Colchester ~... Mill Hill. 
+ . W. Gate eh .. Portsmouth ... Winchester, 
“3 G.B.F. Ghurehiil “ei .. Meiktila «. Bulford. 
os M. B. H. Ritehie, — .. Campbellpore Mhovv. 
»  W.J. Weston bis sas _ Haulbowline 
Island, 
Queenstown 


o A. BF. Hastings .. .«. Chatham .. Sheerness. 
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ab. ane co ge Oe 
Ferozepore. ; 
.. Carlisle. 

.. Irish Comm "d. 


captain H. dame , Pee ieee 
. Ae As Sutelifi¢e, M. B. 
*. A. MeCa 


mmon, M.B. 


= 
°° 
at 


. Johnson ... 

.M. Morris, - B. 

’. M. Paine.. Sia 
Gro ogan ‘ 
. O'Neill, MB. . 

. Stevenson, M.B. 

. Spencer, M.B. ... 
itéhell, M.B. 8 
. Lathbury... a 
“Phelan, M.B. ... 
. Jacob lk eos 
. O'Conner .. 

. Wilson, M. B. 

. B. Byatt : 

. Fanatin, F.8.C.8.1. 

1. Bradley, M eA 


Bme habe 


or 
North. Comd. 
Ambala 


2. Bareilly. 

. Barrackpore. 
Curragh. 
Lahore. 
Aden. 

.. Purandhur. 

. Peshawar. 
Allahabad. 


SHOES OC p> 


= 


. 


BRP res 
pte 


< 


. Mitchel, M.B. 


“Sherlock, M.D.. oa 
. O'Riordan ... Ghangla Sali 
.M. Cunningham, M.D. Kuldana sok 
. Hayes, MB. .. .. Gondon 
|8.Cane ... be 
. M. Weddell s 
. Stoney, M. B.... 
. Bridges, M.B Dover ... 
Stringer : Netley ... Jamaica. 
Levack, M.B. . wit t » India. 
. Graham, M B. ies : oo ae 
isset, MB S. dis 
. Weston, MB. eet 
J Brett, “U.B Winchester ... 
H. Spence, M.B. Woolwich 
Elliott, M.B . Hilsea ... 
Kinsale 


. G. Wells, M B. 
ND os 5.200 . Reaforth 
. With Kilbride 


wo Statistics. 


: . HEALTH OF ENGLISH TOWNS. 

IN ninety-six of the largest English towns, 8,672 births and 5,886 deaths 
were registered during the week ending Saturday, February 15th. The 
annual rate of mortality in these towns, which had been 17.0, 17.3, and 
17.2 per 1,000 in the-three preceding. weeks, was again 17.2. per 1,000 in 
the week under notice. In London. last week thedeath-rate was equal 
to 18.1, against 17.8, 18.6, and 17.3. per-1,000 in the three preceding 
weeks. Among the ninety-five other large towns the death-rates 
ranged from 7.0 in Enfield, 7.4 in Southend-on-Sea, 7.9 in Bootle, 8.0 in 
Wallasey, 9.0 in Wimbledon, and 9.1 in .Cambridge to 24.3 in Merthyr 
Tydfil, 24.9 in West Bromwich, 25.0 in Swindon, 28.2in Wigan, 29.4 in 
St. Helens, and 29:9 in Stockton-on-Tees. -Measies caused a death-rate of 
4.0in Swindon and in Barrow-in-Furness, 5.2in St. Helens, 6.3in Wigan, 
and 7.5 in West Bromwich ; whooping-cough of 3.5 in Warrington ;.and 
diphtheria of 1.2 in Birkenhead and in Newport (Mon.). The mortality 
from enteric fever avd scarlet fever showed no excess in any 
of the large towns, and no fatal case of small-pox was registered during 
the week. The causes of 42, or 0.7 per cent. of the total deaths were 
not certified either hy a registered.medical practitioner or by a coroner 
after inquest, and included 13 in Birmingham. 5 in Liverpool. 3 in 
Coventry, and 2 each in Southport, Blackpool. Sheffield. Sunderland. 
and Tynemouth, .The number of. scarlet fever patients under treat- 
inent in the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had been 1,784, 1.738. and 1,736 at the end of the three 
preceding weeks, had further fallen to 1,701 on Saturday last; 196 new 
cases were admitted during the week, against 215,. 209, and 209 in the 
three preceding weeks. 
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HEALTH OF SCOTTISH TOWNS. 
In the sixteen largest Scottish towns I,165 births and 900 deaths were 
registered during the week ending Saturday, February 8th. The 
annual rate of mortality in these towns, which had been 20 2 per 1;000 
in each of the two preceding weeks, rose to 20.8in the week under 
notice, and was 3.6 per 1,000 above the rate in the ninety-six large 


English towns. Among the séverdl towns the death-rates last week 
ranged from 10.5in Kilmarnock, 11.7.in Kirkcaldy,and 14.6 in Clyde- 
bank, to 24.9 in Falkirk, 25.3in.Perth, and 29.0 in Ayr. The mortality 
from ‘the principai infectious diseases averaged 2.0 per 1,0.0, and was 
highest in Hamilton and Coatbridge. The 434 deaths from all, — 
registered in Glasgow included 4 from whooping-cough, from 
infantile diarrhoéal diseases, 3 from measies, 3 from pon fever, 
3 from diphtheria, and 2 from enteric fever. Seven deaths from 
whooping-cough were recorded in ‘Edinburgh, 4 in Leith, 2 in Aber- 
deen, and 2 in Motherwell; 4 deaths from diphtheria in Aberdeen; 
and 2 deaths from scarlet fever in ‘Coatbridge. 


t HEALTH OF IRISH TOWNS. 

Durtne the week-euding Saturday, February 8th, 654 births and 481 
deaths were registered in the twenty-seven principal urban districts of 
Ireland, as against 614 births and 470 deaths in the preceding period. 

These deaths represent. a mortality of 20.9 per 1,000 of the aggregate 
population in the districts in question, as against 20.4 per 1,000in the 
previous period. The mortality in these Irish areas. was, therefore,. 
37 per 1,000 higher than the corresponding rate in the ninety-six 
English towns during the week ending on the same date. The birth- 
rate, on the other hand, was equal to 28.4 per 1,000 of population. As 
for mortality of individual localities, that in the Dublin registration 
area was 17.7, as against an average of 19.6 for the previous four weeks ; 

in Dublin eity, 18.1 (as against 20.7); in. Belfast, 232(as against 22.7); 

in Cork, 22.4 (as against 25.5); in Londonderry, 20 34{as against 21.6); in 
Limeriek, 162 (as against 15.9); and in Waterford, 266 (as against 











21.4) The zymotic death-rate was 1.8.as against 1.3'in the previous 
week. hie aie 2 


“Pacancies and Appointments, 


‘VACANCIES. 

WARNING NOTICE.—Altention is called to a Notice -(sec Sadias 
to Advertisements—Warning Notice) appearing inour dilvertise- 
ment columns, giving particulars of vacancies as to. which 
inquiries should be made before application: 

AGRA: big acy! yee HOSPITALS. —iaey. Doctor on ‘the Staff, 
Salary, Rs. 700 a month. 

BANBURY: HORTON INFIRMARY. —House-* urgeon. ‘aabicns; £80 
per annum. 

BATH: EASTERN DISPENSARY. —Resident- Medical Ofiicer. Salary, 
£130 per annum. 

BEDFORD COUNTY HOSPITAL.—(11) House-Surgeon. 9) Assistant 
House-Surgeon. Salary for ¢l) £100, for '2): £80 per annum. ~ - 
BIRKENHEAD: BOROUGH S8OSPITAL.— Junior ‘House-Surgeon. 

f£alary, £80 per annum. 

BIRMINGHAM AND MIDLAND EYE HOSPITAL.—Third House- 
Surgeon. Salary, £75 per annum. 

BIRMINGHAM: QUEEN’S HOSPITAL. — Radiographer. Salary, 
£100 per annum. 

BOURNEMOUTH: ROYAL VICTORIA AND WEST HANTS ‘HOS- 
PITAL.—Howse-Surgeon. Salery at the rate of £80 per enrram., 
rising to £100. 

BRADFORD CHILDREN’S HOSPITAL. —House-Surgeon (mate’, 
Salary, £100 per snnum. 

BRADFORD POOR LAW UNION. wheeiteltialy Resident Medical 
Officer (lady) for the Hospital and Workhouse. Salary, £130 per 
annum. 

BRADFORD ROYAL INFIRMARY.—Two Male House-Surgeons. 

lary, £100 per annum. 

BRADFORD TUBER ULOSIS DISPENSARY. —Assistant Medical 

’ Officer Salary, £300 per annum. 

BRIDGWATER HOSPITAL.—House-Surgeon. Salary at tho rate of 
£100 per annum. 

BRISLINGTON HOUSE PRIVATE ASYLUM, near Bristol.—Junior 
Résident Medical Omeer. Salary commencing at £160. 

BURY INFIRMARY.—() Senior House-Surgeon. Salary, £110 per 
‘annum. (2) Junior House-Surgeon. Salary, £80 per : -annunl, 
increasing to £90. ‘ , 

BUXTON: DEVONSHIRE HOSPITAL. —Assistant BousePhysinies. 
Salary at the rate of £100 per annum 

CAIRO: SCHOOL OF MEDICINE.—Assistant to.the. Professor of 
Biology and Parasitology. Salary, £409 par annum. 

CAMBRIDGE: ADDENBROOKE’S HOSPITAL. —House-Physician. 
Salary £80 per anrum. 

CAMBRIDGE UNIVERSITY PATHOLOGICAL LABORATORY.— 
John Lucas Walker studentship. Annual value, £200.- 

CANTERBURY BOROUGH ASYLUM— Assistant Medical Officer 
(male). Salary to commence, £140 per annum. 

CARDIFF: KING EDWARD VII's HOSPITAU.—(1) House-Surgeon 
(male); (2) House-Surgeon- (male) for Ophthalmie and Ear and 
Throat, Departments. Honorarium, £30 for six months in cach 


- ease. ‘ 
a CUMBERLAND INFIRMARY. Resident _ Medical § 
- Officer (male) to act as House-Physician-and for 
six eosin each Salary at the am ‘of £80 and £100 — annum 
respectively. 

COVENTRY: COVENTRY AND- WARWICKSHIRE ‘HOSPITAL.— 
Junior House-Surgeon. Salary, £90 per annum, rising. to £100 
after six months. 

DARLINGTON .HOSPITAL AND DISPENSARY.—House-Surgeon. 
Salary, £120 per annum. 3 

DOUGLAS: NOBLE’S ISLE OF MAN HOSPITAL. —Resident House- 
Surgeon. Salary, £90 per annum. 

DURHAM COUNTY COUNCILS—Three Assistant Tuberculosis 
Medical Officers. Salary, £300 per annum. 

ESSEX ‘OUNTY COUNCIL.—Three Tuberculosis Officers. 

per unnum each.- - 

GLASGOW MATERNITY AND WOMEN’S HOSPITAL.—(1) Two 
Indoor House-surgeons. (2) Two Outdoor House- surgeons (3) 
Outdoor Surgeon at the West End Branch. 

GLASGOW: VICTORIA INFIRMARY.—Visiting Physician. 

GUILDFORD: ROYAL SURREY COUNTY HOSPITAL.—House- 

_ Surgeon FPalary, £75 per annum. 

HOSPITAL FOR SICK CHILDREN, Great Ormond Street, W.C.— 
(1) Resident Medical Superintendent. Salary, 100 guineas per 
ennum, and £5 washing allowance. (2) House-Surgeon. Salary, 
£30 for six months, and £2 103s. washing allowance. 

HUDDERSFIELD ROYAL INFIRMARY.—Maie Junior Assistant 
House-Surgesn. Salary, £60 per annum. 

LEEDS: HOSPITALS FOR INFECTIOUS DISEASES AND 
TUBER“ULOSIS.—Medical Officer as Third Assistant. Sa‘ary 
at the rate of £120 per annum. 

LEEDS PUBLIC DISPENSARY.—Junior Resident Medical Officer. 
Salary, £100 per annum 

LINCOLN GENERAL DISPENSARY.—Male Resident Medical 
Officer. Salary, £300 per annum. 

LISTER INSTITUTE OF PREVENTIVE MEDICINE; Chelsea 
Gardens, 8.W.—Second Research Assistant in the Biochemical 
Department. Salary commencing at £200 per annum. 

LIVERPOOL: DAVID LEWIS NORTHERN HOSPITAL.—(1) 
House-Physician. (2) Three House-Surgeons. Salary at: the rate 

per annum. 

LIVERPOOL INFIRMARY FOR CHILDREN.—(1) Resident House- 
Surgeon. (2) Resident House-Physician. Salary, £30 for six 
months. 

LIVERPOOL; ROYAL SOUTHERN: HOSPITAL:.—()) Two eure. 
Phy sicians, (2) Three House. Surgeons. Salary at the rate of £60 
per annum. 

LONDON LOCK HOSPITAL, Harrow: Road, W.—Assistant House- 
Surgeon. Salary, £80 per annum. 


Salary, 
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MACCLESFIELD GENERAL INFIRMARY.—Junior House-Gurgecn. 
Salary, £80 per annum. é 

MANCHESTER’ ROYAL INFIRMARY AND DISPENSARY. oo 
Honorary Assistant Aural Surgeon. ’ 

MIDDLESEX HOSPITAL MEDICAL SCHOOL, W.—Senior Demon- 
strator of Anatomy. Salary at the rate of £100 per annum. 

MILLER GENERAL HOSPITAL, Greenwich Road, S.E.—Junior 
House-Surgeon. Salary at the rate of £85 per annum, and £100 
per annum on election as Senior. 

NESTING AND LUNNASTING PARISH COUNCIL. — Medical 
Officer. Salary, £50 per annum. 

NEWCASTLE-ON-TYNE DISPENSARY.—Four Visiting Medical 
Assistants. Salary, £160 fcr first year, rising to £180. 

NOTTINGHAM GENERAL DISPENSARY —(]) Assistant Resident 
Surgeon ‘male’; salary, £170 per annum. (2) Resident and 
Assistant Resident Surgeons foy Branch; salary, £180 and £170 
per annum respectively 

NOTTINGHAM WORKHOUSE INFIRMARY.—Two Resident As- 
sistant Medical Officers. Salary, £150 per annum rising to £170. 

PAISLEY DISTRICT ASYLUM, Riccartsbar.—Assistant Resident 
Medical Officer. Salary, £130 per annum, increasing to £160. 

PAISLEY INFECTIOUS DISEASES HOSPITAL.—Resident Medical 
Officer. Salary, £150 per annum. 

PRESTON R@YAL INFIRMARY.—Senior House-Surgeon (male). 
Salary, £80 per annum. 

QUEEN CHARLOTTE’S LYING-IN HOSPITAL, Marvlebone Road, 
N.W —Resident Medical Officer for Out-patient Department. 
Salary at the rate £60 per annum. 

ROYAL WESTMINSTER OPHTHALMIC HOSPITAL, King Willitm 
Street, W.C.—Pathologist and Curator. Honorarium, 

ST GEORGE’S DISPENSARY AND SCHOOL CLINIC, Surrey Row, 
Blackfriars, S.E —(1) Junior. Medical Officer. Salary, £100 per 
annum. (2) Surgeon to the Nose, Throat, and Ear Clinic. Salary 
at the rate of £20 per annum. 

SAMARITAN FREE HOSPITAL FOR WOMEN, Marylebone Road, 
N.W.—Surgeon to Out-patients. : 
SCARBOROUGH HOSPITAL AND DISPENSARY.—Junior Housa- 

Surgeon (male). Salary at the rate of £80 per annum. 

SHEFFIELD UNION HOSPITAL.—Resident Assistant Medical 
Officer. Salary, £120 per annum. 

SOUTHAMPTON FREE EYE HOSPITAL.—House-Surgeon. Salary, 
£100 per annum. 

SOUTHAMPTON: ROYAL SOUTH HANTS AND SOUTHAMPTON 
HOSPITAL.—Junior House-Surgeon. Salary at the rate of £60 
per annum. 

STAFFORD: COTON HILL MENTAL HOSPITAL. — Assistant 
Medical Officer (male). Salary, £170 per annum, rising to £200. 
STAFFORD: STAFFORDSHIRE. GENERAL INFIRMARY.—(1) 
House-Physician. Salary, £100 per annum. (2) House-Surgeon. 

Salary, £120 per annum, increasing £10 yearly for two years. 

STOCKPORT INFIRMARY.—Junior House- Surgeon (male). Salary, 
£80 per annum. 

STOCKPORT UNION.—Resident Assistant Medical Officer at Stepping 
Hill Hospital Salary, £150 per annum 


SUFFOLK DISTRICT ASYLUM, Melton.—Second Assistant Medical ~ 


Officer (male). Salary commencing at £180 per annum. 

SUNDERLAND: CHILDREN’S HO-PITAL. — Resident Medical 
Oflicer Salary at the rate of £80 per annum. 

VENTNOR: ROYAL NATIONAL HOSPITAL FOR CONSUMPTION 
AND DISEASES OF THE CHEST.—Assistant Resicent Medical 
Officer. Salary, £100 per annum. 

VICTORIA HOSPITAL FOR CHILDREN.—Surgeon to Out-patients, 

WALSALL AND DISTRICT HOSPITAL.—Assistant House-Surgeon. 
Salary, £90 per annum. 

WEST LONDON HOSPITAL, Hammersmith Road, W.—(1) Two 
House-Physicians. (2) Three House-Surgeons. 

WEST RIDING ASYLUM, Menston.—Fourth Assistant Medical 
Officer. Salary, £150 per annum, increasing to £180. 

YORK DISPENSARY,.—Resident Medical Officer Salary, 
annum. 

MEDICAL REFEREE.—The Home Secretary announces a vacancy 
as Ophthalmic Specialist Medical Referee under the Workmen's 
Senn Act (1906) for County Court Circuits Nos. 21, 22, 
an ‘ 

CERTIFYING FACTORY SURGEONS.—The Chief Inspector of 
Factories announces the following vacant appointments: ( astle- 
town, Berehaven, co. Cork; Hoyiake, co. Cheshire. 

This list of vacaneies is compiled from our advertisement columus, 

where full particulars will be found. To ensure notice in.this 
column atvertisements nust be received not later than the first post 


on Wednesday morning. 


£140 per 





APPOINTMENTS. 


CHAMBERS, R., M.B., B.S.Melb., Resident Medical Officer to the Mel- 
bourne Hospital, Victoria, vice A. J. Fargie, M.B., B.S.Melb., 
resigned. 

CrowF, J. T., L$.A.Lond., L. M.S.S.A.Lond, Tuberculosis Medical 
Officer to the County of ‘Leicestershire 

Hitry, B. Melville, Tuberculosis Physician to Pontypridd and the 
Rhondda Valleys under the Welsh National Memorial. 

McDoNNELL, R. V., M.B.,. Resident Medical Officer, Newcastle Hos- 
pital, New South Wales. 

MAXWELL-ADAMs, D. V., M.B., Ch.B.Edin., Certifying Featery Sur- 
geon for the Lanark District. co. Lanark. 

MAYNE, Nathaniel, L.R.C P. and §.Irel., Medical Referee under the 
- Workmen’s Compensation Act (1906), and to act for the County of 
Longford, vice Dr. F. J. Mylés, deceased. 

OsmonD, Barnard B., M.B., C.M.Edin , Medical Officer of Health to 
the Bedwas and Machen, Mon., District Council. 

PATERSON, James V., M B., C.M, F.R.C.S.Edin., Ophthalmic Surgeon 
to the Royal Infirmary, Edinburgh. 

Rowand, L. T. A., M.R.C.S., L.R.C.P., District and Workhouse 
Medical Officer of the Lampeter Union. 





SmirTH, Miss Lucy E., M.D., R.U.I., D.P.H., has been appointed Visit- 

: ing Physician to the Female Prison, Cork. of 

SUNDERLAND, R. A. S., Medical Officer ef the Kin m-upon-Hul 
Incorporation Workhouse. 1a saat 

WINGFIELD, Rudolph Charles, B.A., MB., BCh.Oxon., Medical 

- Officer in charge of the Tuberculosis Department at St. "Thomas's 
Hospital. 

St. THomas’s Hospirtau.—The following gentlemen have been 
selected as House Officers: 

Casualty Officers and en Anaesthetists.—P. H. aeihaser, 

-B., B.S.Lond., M.R.C.S., L.R.C P.; W. A. Russell, ee. ee: 
B.C.Cantab., M.R.C 8... L.R. : . Wagstaffe, ‘ 

a Fs y 3 F.J. Humphrys, M.B., s S ‘Lond., 
M.R.C.S., L.R C.P.: E. Rayner, .A.,M.B ,B.C.Cantab. ; J. R.A. D. 
Todhurter, B A.Cantab. . M.RC.S., .P.; D. 8. Bryan-Brown. 
ro — M.R.C.S.; L.R.C.P.; C. H. L. Rixon, M.R.C.S., 


bam Assistants —E. Wordley, B.A.Cantab., M.R.C.S., 
L.R.C.P.; 8. G. Askey, B.A.Cantab., M.R.C.8., L.R.C.P. 

Resident House -Physicians.—Ff. Roberts, B.A., ~-M.B., B.C. 

Cantab., M.R.C.S., U.R.C.P.; A. L. Sutcliffe, - B.A Cantab., 
M.R.C 8., L.R.C.P.: W. J. Hart B.A., B.M., B.Ch.Oxon., M.R C.S., 
LECE : E. N. Butler, B.A.Cantab., M.R.C.S:, L.R.C.P. 
- Resident House Surgeons. —F. Me G. Loughnane, M.R.C.S., 
L.R.C.P.; ae eet. 23 Gath. M.R.C.S., awe © W. B. 
Foley, M. s- S.Lond., M.R.C.S., L.R.C.P.; H. C. Attwood, 
B.A.Cantab , MRCS. L.R.O.P. 

House-Surgeon to ‘Block 8.—W. M. Oakden, B.A.Cantab., 

- M.R.C.8 .L.R.C.P. 

Obstetric Rosette ony —(Senior) A. K. Hamilton, MB, 
B.S.Lond., M.R.C.S., L.B.C.P.; (Junior) W. G. Marsden, B.A., 
B.C.Cantab , Mics. L.R.C.P. 

7 Qphthaimic House-Surgeons. —P. Verdon, B.A.Cantab., M.R C.S., 

Clinical Assistants.—Throat: F. E. Daunt, M.R.C.P., L.R.C.P. 
Skin: C. . Corbett, M.A., M.D., B.Ch.Oxon » M.RC.S., 

L.R.C.P(Ext.). Ear: W. J.T. Kimber, M.R.C.S.. L.R,C.P.: T I 
Banister, B A.Cantab., M.R.C.S., L.R.C.P.; Children’s Surgical : 
G. H. Roberts, M.R.C.S., L.R.C.P.: W. J. F. Symons, B.A.Cantab., 
M.R.C.8., L.R.C.P. Children’s Medical: P. G. Doyne, B.A.Oxon., 
M.8.C.8., L.R.C.P.; W. J. T. Kimber, M.R.C.S , L.R.C.P. 


ne: 





BIRTHS, MARRIAGES, AND DEATHS. 


The charge forinserting announcements of Births, Marriages, and 
Deaths is 3s. 6d., which sum should be forwarded in Post Office 
Ordersor Stamps with the notice not later than Wednesday morning 
tnorder to ensureinsertionin the current issue. 


BIRTHS. 

JORDAN.—On February 19th, at 11, Bentinck Street, W., to Dr. and 
Mrs. Alfred C. Jordan, a son. 

SEDGWICK.—On February 15th, at Erlaforde, Doncaster Road, 
Rotherham, the wife of G. H. Sphewick, M.B.C.S., L.B.C.P., 
of a daughter. 

t DEATH. 

BurnEy.—On January 3lst, at 4, Hardy Road, Blackheath. Walter 

Charles Skardon Burney, after a very short illness, aged 64. 





DIARY FOR THE WEEK. 


MONDAY. 
MEDICAL Society or LONDON, 11, Chandos Street, Cavendish Square, 
30 p.m.—() Unilateral Renal Lerions, Mr. 
Ralph Thompson, to be followed by Mr. Thomson 
Walker and others. (2) Some Experiments on the 
Urinary’ Excretion of Potassium Iodide, and Their 
Clinical Significance, Dr. O. Kauffmann. 
RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
C., 5 pm.—Professor Arthur Keith: The Upright 
Posture: Its Evolution and Disease. 
Roya SocrETy OF MEDICINE: 
ODONTOLOGY SECTION, 1, Wimpole Street, W., 8 p.m.—Mr. 
_ G. H. Berwick: Restoration after Surgical Operations. 
Casual Communications:—Mr. A. E. Ironside: Hyper- 
trophy of Gums in Child, patient present. Mr. L. 
’ Stanley Kettlewell: Fibroma of Maxilla.. Mr. H. J. 
Relph: Odontome. Mr. F. J. Smyth: Misplaced 
Mandibular Canine. 


. TUESDAY. 
RoyAL CoLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W., 
5 p.m.—First Goulstonian Lecture by Dr. A. J. Jex- 
Biake: Death by Lightning and Electric Currents. 
Royau SocrEty oF MEDICINE: 
MEDICAL SECTION, 1, Wimpole Street, W., 5.30 p.m.— 
Papers :—Dr_ F. Parkes Weber: The Prognostic Signi- 
' ficance of Secondary Polycythaemia in Cardio-pul- 
monary Cases. Dr. Gordon R. Ward: Some Cases of 
Polycythaemia. 
WEDNESDAY. 
Royal COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
« 5 p.m.—Professor Arthur Keith: The Upright 
Posture: Its Evolution and Disease. 


THURSDAY. 
Roya CoLLEGE or Puysictans or Lonpon, Pall Mall East, 8.W., 
5 p.m.—Second Goulstonian Lecture by Dr. A. J. Jex- 
Blake: Death by Liehtning and Electric Currents. 
; FRIDAY. 
RoyaL CoLLEGE oF SURGEONS OF ENGLAND, Juincoln’s Inn Fields, 
W.C., 5 p.m.—Profes or Arthur Keith: The Upright 
Posture: Its Evolution and Disease. 
Royal Socrpry OF MEDICINE: , 
EPIDEMIOLOGICAL SECTION, 1, Wimpole Street, W., 
8.30 p.m.—Papers :—Dr. William Butier: Measles. Mr. 
B. Glanville Corney, 1.8.0.: A Note on an Epidemic of 
Measles at Rotuma, 1911, 
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Royal Socrety oF MEDICINE: MANCHESTER Royal, INFIRMARY.—Tuesday, 4.30 p.m.: Abdominal 
Stupy OF DIsEASE IN CHILDREN SEcTIoN, 1, Wimpole Radical aie for Carcinoma of the Cervix Uteri. 
Street, W., 4.3: p.m.—Cases :—Dr. F.. Parkes_ Weber : Friday, 430 : Surgical Demonstration, 
Flexion and Ulnar Deficxion of the “inxers.- Dr. F. G. MEDICAL GRADUATES’ Cusamive AND POLYCLINIC, 22, Chenies Street, 
Crookshank: Mongoloid Child of European Descent, W.C.— The nt eat clinical demonstrations have 
Mr. J. E. Adams : Two Cases in the same Family of been’ arranged a p.m. each day: Monday, Skin. 
Congenital Coalescence of Radius and Uloa. Mr. Tuesday, Molicel” Woanestiag, Surgical. Thursday, 
Douglas Drew : (1) Plastic Op2r tion -for Contsatres, Medica]. Friday, Ear, Nose, and Throat. Lectures 
after Burn of the Hand; (2) Plating for Separatio: o at 5.15 p.m. each day will be given as follows: Monday, 
Lower Epiphysis of Femur, done three years ago, ahs ; Abdominal Injuries. Tuesday. Late Puerperal Com- 
not removed; (3) Large Lymphangeioma removed plications. -Wednesday, Acquired Mental Defect. 
from an Infant of 9 ag ry Mr. E. M. Corner: (1) Thursday, Deformities of the Penis and their. Treat- 
ersectomy, done three and a-half years _mment. Friday, The Tonsils. 

ago; (2) Congenital Absence of Fibula. Dr. E. Cautley: Narionat HosPITAL FOR THE PARALYSED AND Epiteptic, Queen 
Chronic agg oe with Hepatic Enlargement. Square, W.C.—Tuesday, 3.30 p.m. : Treatment of Motor 
Paper:—Dr. H. Charles Cameron: Summer Diarhoea { Paralysis. Friday, 3.30 p.m.: Treatment of Ataxia. 
and Summer Heat. Nortu-East L. NDON Post-GRaDUATE Couiaer, Prince of Wales's 

Socrety or Tropican MEDICINE AND HYGIENE, 11, Chandos Street, General Hospital, Tottenhawin; N.—Monday, Clinics: 


a ah ate Sea 


.30 p.m.—Dr. Sandwith will open a discussion on 
Pellagra, and read a paper entitlea ‘Can Pel agra be 
One of the Diseases Due to Deficiency of Nutrition ?’’ 
Paper: Fatal Pellagra in Two English wey 8, with the 
results of Pathologica! Investigation of one Case. 
nrg ee by Drs. Charles R. Box and F. W. 

ott, F.B.S8. 


POST-GRADUATE COURSES AND LECTURES. 

Brompton Hosprrat FOR CONSUMPTION AND DISEASES OF THE 
CHEST. Wednesday, 4.30 p.m.—The Aid of Radio- 
aon 4 in the Diagnosis of Intrathoracic New Forma- 

ons. 

CANCER Hospirau. Fulham Road, 8.W., Wednesday, 5 p.m.—Treat- 
ment of Inoperable ‘Cancer. 

LonDoN ScHoou oF CLINICAL MEDICINE, Dreadnought Hospital, 
Greenwich.—Daily arrangements: Out-patient Demon- 
stration, 10 a.m., Medical and Surgical Clinics. 
Monday: 12 noon, Throat, Nose, and Ear; 2.15 p:m., 
Surgery: 3 pm., Operations; 3.15 p.m., Medicine; 
4.15 p.m., Ear and Throat. Tuesday: 12 noon, Skin; 
2 p.m., Operations; 2.15 p.m., Surgery; 3.15 p.m., 
Medicine; 4.15 p.m., Skin. (Wednesday: 11 a.m., 
Eye; 2 p.m., Operations: 2.15 p.m:, Medicine; 3.15 p.m., 
Eye Clinic; 4.20 p.m., Surgery. Thursday: 12 noon, 
Throat, Nose, and Ear; 2 p.m., Operations, Patho- 
logical Demonstration ; 3.15 p.m., Medicine. Friday: 
12 noon, Skin; 2 p.m., Operations; 2.15 p.m., Medicine; 
3.15 p.m., Surgery. Saturday: 10 a.m., Radiography ; 
Il a.m., Eye. 

Lonpon Hosrirau Mepican CoLLecE, E.—Monday, 4.30- 
Lesions orf the Peripheral Nerv ous System and Spinai 
Cord. Tuesday, 4.3) p.m.: Pathology of the Central 
Nervous System. Wednesday, 43% pm.: Sw 
Anatomy and Regional Diagnosis. F riday, 4.30 p.m. 
Common Diseases of the Nervous System. 

LONDON ScHOOL oF ‘TROPICAL Mmpicine, Royal: Albert Dock, E.— 
Lectures daily (Saturday excepted) at: t2 and 4 p.m. 
Practical laboratory work daily (Saturday excepted), 
16 to 12 a.m. Practical Entomology, 2 to 3.30 daily. 
Special. Entomology, 10.30 to 1 p.m. daily. Medical 
Clinics, Tuesday and: Thursday at 3 p.m. Operations, 
Friday at 3 p.m. 

MANCHESTER: ANCOATS HosprraL Post-GRADUATE CLINIC, Thurs- 
day; 4.15 p.m.—Mitral Stenosis. 


10 a.m.:, Surgical Out-patient; 2.30 p.m., Medical Out- 
patient, Nose, Throat, and Ear; 3 p.m., Demonstra- 
tion on Clinical and General Pathology. Tuesday, 
2.39 p.m., Operation3; Clinics Surgical, Gynaeco- 
logical; 3.30 p.m., Medical In-patient; 4.30 p.m.; Lec- 
ture: Some Conditions Simulating Appendicitis. Wed- 
nesday, 2 p.m., Throat Operations; 2.3 p.m., Medical 

utpatient; Skin and Eye Clinics ; ‘Xrays; 3 p.m., 


: Pathological Demonstration; 5.30 p.m., Eye Opera- 


‘tions: -Thursday, 230 p.m., Gynaecological Opera- 
tions; Clinics :.. Medical and Surgical Out-patient; 
3p.m., Medical In-patient. Friday, 2.3) p.m., O 
tions; ics: _Medical. Out-patient, ses Eye; 
3 p.m., cal In-patient; Patho: Demon- 
stration ; 4.530 p:m., Lecture: Cimon 6 Glaucoma and 
the New ‘Operations for its Cure. 


RoyaL ai FoR DISEASES OF THE CHEsT, City Road, E:C.— 


jay, 4.30 p.m.: + limate in R “ation to hg wef 
Tabereilvais, wheelie’ 4.30p.m.: Valvular D 
oO 


Waser LONDON By ee rsmmee COLLEGE, Hammersmith Road, W.— 


fotuwine are the arrangements tor next week: 
Medical and Surgical Clinics, X Rays, and Operations, 
2p.m. Gaily. Monday: Gynaecology, 10 a.m.; M:dical 
Registrar, 10.30 a.m.; Pathological Demonstration, 
12 noon: Eye, 2.p.m. Tuesday: Gynaecological Opera- 
tions, 10 a.m.; Surgical Registrar, 10.30 a.m.; ae me 
stration of Fractures, etc., 12 noon; Throat, Nose 
and Ear, 2 p.m.; Skin, p.m. Wednesday : Diseases of 
Children, 10 a.m.; Throat, Nose, and Ear Operations, 
10 a.m.; ‘Demonstration of Minor Operations, 11 a.m. ; : 
Lecture, Abdominal Diagn«sis, 12 noon; Eye, 2 p.m. 
Gynaeeology,. 2 p.m. Thursday: Gynae*ological 
Demonstration, 10.30 a.m.; Lecture, Neurological 
Cases, 12.15 p.m.; Eye,-2 p.m.? Orthopaedics, 2 p.m. 
Friday : Gynaecological Operations, 10 a.m.; Demon- 
stration at Victoria Park Hospital, 10.30 a.m. ; "Lecture, 
Clinical Pathology, 12.15 p.m.; Throat, Nose, and Ear, 
2p.m.; Skin, 2pm. Saturday: Diseases of Children, 
10 a.m.; Throat, Nose, and Ear Operations, 10 a.m.; 
Eye, 10 a.m.: ; Surgical Registrar, 10.30 a.m.; Lecture, 
Surgical Anatomy of the Soncenat. 12 noon. ” Lectures 
at 5 p.m.: Monday, Operations for Hernia; Tuesday, 
Clinical Lecture (Urinary Surgery); Wednesday, 


~ Granular Kidney; Thursday, The Mouth as a Source 


of Infection, Local and Seyeeet: Friday, Cases of Skin 
Disease. 
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Swuimes to be Held. Meetings to be Held. 








FEBRUARY. MARCH (continued). 
Isle of Thanet Division, Margate, 3.45 p.m. _Wed.. Richmond Division, Richmond, 8.30 p.m. 
Newcastle -on- Tyne Division, — Scientific South Middlesex Division, Twickenham,” 
Demonstration, Royal Victoria Infirmary. * 8.30 p.m. 
Bath and Bristol Branch, Bath, 8 p.m. Fri. London ; Journal Committee, 2 p.m. 
Leicester and Rutland Division, Leicester, 4 p.m. Birmingham Branch, Pathological and Clinical 
Staffordshire Branch, Stafford, 5.15 p.m.; Section, Medical Institute, p.m. ; 
dinner, 7 p.m. : . Newcastle - on - Tyne Division, Scientific 
Birmingham Branch, Pathological and Clinical Demonstration. 
Section, Medical Institute, 8 p.m. APRIL 


MARCH. ' ela 
Tues. Coventry Division, Coventry Hospital, 8.30 p.m. : rag erghig ms Coens: Deen Pee 
Wed. London: Finance Committee, Special Meeting. | , A Hampstead Division, Central Library, rine d 
Tues. London: Metropolitan Counties Branch Coun- * Road, 8.15 p.m. 
cil; 4 psm. ; South-West Essex Division, Brook House, 
City Division, Manor Lodge, U pper Clapton, ; - Clapton, 9.30 p.m. 
.00 p.m. ’ 
Thur. Birmingham ‘Branch, Medical Institute, 45 . Wed... Righmans Sivisign, Richmond, 8-50 p.m. 
3.30 p.m. : 24 Thur. South-West Essex Division, Walthamstow 
South-West Essex Division, Leyton, 4 p.m. Hospital, 4 p.m. , 
14 Fri. Hampscead Division, Central Library; Finchley- 25 Fri. Birmingham Branch, Pathological and Clinical 
Road, 8.15 p.m. . Section, Medical Institute, 8 p.m. 
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